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The “Supports for Community Living Manual, October 2007 edition” replaces the April
2007 Edition. Revisions include the following:

1. The addition of the “Medication Error Report”, which is to be used by providers to re-
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ers a snapshot view of trainer and trainee requirements all in one document to assist
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The total number of pages incorporated by reference for this administrative regulation is
155 pages.
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A. Support For Community Living Waiver Eligibility

1. An individual shall be eligible for SCL services under one of the following
three (3) eligibility groups:

a. Mandatory categorically needy,

b. Optional categorically needy including an individual under a special
income level, or

C. The medically needy.

This shall include the aged, persons with disabilities, and persons eligible
under KTAP and related categories.

2. Treatment of Income and Resources of Target Population

a. Financial eligibility determinations for the special income provision shall
be made in the same manner as determinations are made for ICF/MR/DD
Institutional deeming rules shall be applied.

b. SCL Waiver members shall be allowed to retain, from their own income,
an amount equal to the Supplemental Social Security Income (SSI) basic
benefit rate plus the SSI general disregard for basic maintenance needs. If
the SSI benefit rate or standard deduction changes, the allowable
maintenance shall change accordingly.

C. Patient liability for the month of admission shall be zero except in the
following situations:

Community deeming rules for Medicaid eligibility shall be used for the
month of admission for all SCL Waiver members who are married or
under the age of eighteen (18). The income and resources of the spouse or
parent shall be considered to be available for the month of admission only.
For each succeeding month of SCL Waiver participation, only the income
and resources of the SCL member shall determine Medicaid eligibility.

d. The SCL Waiver member and/or legal representative shall be advised to
apply for services at the local Department for Community Based Services
(DCBS) office. The SCL Waiver member and/or legal representative shall
indicate that the application is for eligibility under the special income
category of the SCL Waiver program.

e. The SCL member and/or legal representative shall be advised to contact the
local DCBS office in the following situations:

(1) The member’s Medicaid eligibility was based upon a recent ICF/MR/DD
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f.

admission.

(2) The member’s Medicaid eligibility was based on the “Spend-Down”
category.

The SCL members and/or legal representative shall notify the local DCBS
worker of admission into the SCL waiver program to determine if further
applications for Medicaid special income provision eligibility are required. If
an SCL member is considered for eligibility based upon the special income
criteria, the SCL provider shall follow normal SCL admission procedures.

Continuing Income Liability

Upon determination by the local DCBS office that a member has a

continuing income liability, it shall be paid by the SCL member and/or legal
representative to the SCL Residential provider. If there is not a Residential
provider, it shall be paid by the SCL member and/or legal representative to the
SCL Case Management provider. This amount shall be deducted monthly by
the Department for Medicaid Services (DMS) from payments issued to the
primary SCL provider. The SCL provider shall be notified of the amount of
the continuing income liability on the form MAP- 552k (APPENDIX III).
The SCL provider is responsible for collecting this money from the SCL
Waiver member and/or legal representative. If the member chooses CDO then
patient liability will be paid to the Support Broker.

B. Enrollment of an Individual into the SCL Waiver program

1.

Transmittal #8

The individual shall meet the level of care for ICF/MR/DD services. This
determination shall be made by the Quality Improvement Organization (QIO).

a.

All initial and re-certification applications for SCL Waiver services shall
first be determined to meet Medicaid criteria for the ICF/MR/DD level of
care. This includes individuals currently in an ICF/MR/DD.

Level of care determinations shall be made at least every twelve (12)
months. Individuals being re-certified for continued participation in the
SCL waiver program will receive a level of care determination prior to
the end of the certification period.

The Case Management provider will request a verbal level of care
certification from the QIO three weeks (21 days) prior to the end of the
current level of care certification; inform the QIO of the current dates at
the time of the telephone call to ensure that the new certification period is
consecutive; submit the MAP-351, assessment/reassessment and the
MAP-109, Plan of Care to the QIO within twenty one days (21) days of
receiving the verbal level of care certification. If all criteria are met, the
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QIO shall evaluate the assessment/reassessment material and authorize
continued level of care for the member and prior authorize the services
requested on the MAP-109.

d. Coverage shall not be available for any SCL waiver services during any
period of time that an individual is not covered by a valid level of care
determination. Both level of care and service prior authorizations shall be
current for services to be Medicaid eligible.

e. The level of care determination is based upon information on the MAP-
351 assessment form submitted to the QIO. Additional information may
be requested by the QIO, such as a history and physical examination,
psychological, functional analysis, and other service documentation
included in the individual’s record. After completion and approval of the
level of care, the QIO shall send a written verification of the level of care
determination to the Case Management provider.

f. If the ICF/MR/DD level of care is denied, the QIO shall send written
notification to the SCL provider, the individual or legal representative, and
DMHMR.

After obtaining the level of care determination, the Case Management provider
shall assemble the application or recertification packet and forward it to the QIO
if the member has chosen traditional services only, or make the referral to the
Support Broker if the member chooses Consumer directed or blended services.

For traditional service delivery, upon receipt of the allocation letter from
DMHMR, a Plan of Care shall be developed, utilizing the person centered
planning process and guiding principles, by the individual and legal representative
(if applicable), the Case Management provider designated by the individual or
legal representative. The Plan of Care Shall:

a. Include the individual’s chosen personal goals,

Be developed and implemented within thirty (30) days of service
initiation,

Be effective for the current level of care certification period,

Be individualized for each SCL member,

Designate a Case Manager for the SCL member,

Specify supports needed, the names and numbers of selected providers and
the frequency and duration of services,

Include all pages of the Plan of Care,

MAP 109 will be updated as needed,

i. Be renewed annually.

o

hO oo
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The application or recertification packet shall be reviewed, and if approved by the
QIO services, will be prior authorized. If the application is denied, written
notification, including the appeals procedure shall be sent to the Case
Management provider or Support Broker and the individual or legal
representative. Upon receipt of a MAP-24C, the individual shall be placed in
payment status. The date of placement indicated on the MAP-24C shall establish
the effective date of initiation of payment for services.

5. The MAP-109, Plan of Care shall be submitted at least annually to the QIO. The

entire Plan of Care shall be kept on file at the provider agency by the Case
Manager. A minimum of twenty-five percent (25%) sample of Plan of Care shall
be reviewed by the designated agency.

The entire Plan of Care shall be submitted to the QIO for any plan with a cost
above the current average cost per person in the waiver. The justification for the
need for the requested units of services, including copies of specific goals and
objectives with personal outcomes for each service shall be included with the
plan. If the service is new, the task objectives sheet should list the skills
performance that will be recorded. For individuals who have been receiving the
support, copies of staff notes documenting process toward the personal outcomes
listed in the plan shall be submitted. The Plan of Care shall be sent to the QIO
within fourteen (14) days of the effective date of the change. No approval of a
Plan of Care shall be backdated. Justification for the requested units of service,
including staff notes shall be submitted with the Plan of Care reflecting a cost
above the current average cost per person in the waiver.

For individuals choosing consumer directed option or blended services, upon
approval of the level of care and referral from the Case Manager, the Support
Broker will assist the individual in development of the Plan of Care. The Plan of
Care shall be developed utilizing the person centered planning process and
guiding principles and specify the supports needed, names of selected providers
and the frequency and duration of services. The MAP-109 shall be submitted to
the QIO for prior authorization and approval of the individualized budget amount
upon admission to the waiver and at least annually thereafter. The individualized
budget will be authorized for a six (6) month period.

C. SCL Waiver Provider Enrollment and Certification

1.

Transmittal #8

An entity wishing to enroll and participate as an SCL provider shall:
a. Request a participation packet from DMS or its designee,
b. Submit the completed packet to DMS or its designee, including a copy of the

license if requesting participation as a group home as outlined in 902 KAR
20:078, and
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c. Notify DMS or its designee in writing regarding any change in program
participation status (i.e. change of ownership, address changes, etc).

2. Upon receipt of a completed and acceptable enrollment packet by DMS or its
designee, the DMHMR shall:

a. Conduct a pre-service survey, and

b. Recommend certification when DMHMR determines compliance
with all applicable conditions of participation in this manual.

3. DMS shall:

a. Consider DMHMR’s recommendation in the determination to grant
certification,

b.  Notify the provider in writing of their certification, and

c. Assign a Medicaid provider number with a prefix of thirty-three (33)
to each certified SCL provider.

4. DMHMR shall:

a.  Conduct a survey to determine compliance with SCL program
requirements prior to recommending certification;

b.  Request a plan of correction if deficiencies are noted (deficiencies that are
neither corrected nor have a plan of correction within thirty (30) days of
written notice may result in a recommendation to de-certify),

c. Recommend a certification if all requirements are met,

d. Conduct a follow-up survey within forty-five (45) days of initiation of
services, and at least annually thereafter, and

e.  Recommend de-certification of a provider at anytime if conditions of
participation is not met.
5. If deficiencies are noted, the provider shall:
a. Develop an acceptable plan of correction in writing which:

(1) Specifically addresses methods to be utilized in making necessary
corrections, and
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(2) Specifies completion dates.

b. Submit the written plan of correction to DMHMR within thirty (30)
days of written notification of deficiencies.

6. DMS Shall:

a. Issue an initial agreement for participation for six (6) months if all
certification requirements are met, and

b. Terminate a provider agreement for participation based on non-
compliance with applicable requirements or a recommendation for de-
certification from the surveying agency.

7. During a termination process whether voluntary or involuntary, the provider shall
fully cooperate with DMHMR, DMS and DCBS by allowing open access to the
agency’s records, including any and all records related to SCL members served by
the SCL provider, any and all records pertaining to the operation of the SCL provider,
and access to any residential site occupied by an SCL member.

8. For Consumer Directed Option, service providers shall complete a Kentucky
Consumer Directed Option Employee/Provider Contract.

D. Covered Services
1. Adult Day Training:
a. Procedure code T2021 with modifier HB for adult onsite service,
b. Procedure code H2021 for off site service, and
c. One (1) unit of service equals fifteen (15) minutes.
2. Adult Foster Care:
a. Procedure code S5140, and
b. One (1) unit of service equals twenty-four (24) hours.
3. Assessment/Reassessment
a. Procedure code T1028
4. Behavior Support:

a. Procedure code HO002 for a Functional Analysis,
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b. Procedure code H0032 for Developing the plan,

c. Procedure code HO004 for monitoring the plan, and

d. One (1) unit of service equals fifteen (15) minutes.
5. Case Management:

a. Procedure code T2022, and

b. One (1) unit of service equals one (1) month.
6.  Children’s day habilitation:

a. Procedure code T2021 with modifier HA, and

b. One (1) unit of service equals fifteen (15) minutes.
7. Community Living Supports:

a. Procedure code 97535, and

b. One (1) unit of service equals fifteen (15) minutes.

o

Family Home:
a. Procedure code H0043, and
b.  One (1) unit of service equals twenty-four (24) hours.
9. Group Home:
a.  Procedure code S5126, and
b.  One (1) unit of service equals twenty-four (24) hours.
10. Occupational Therapy:

a. Procedure code 97530, and

b.  One (1) unit of service equals fifteen (15) minutes.

11. Physical Therapy:

Transmittal #8 9
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12.

13.

14.

a. Procedure code 97110, and
b.  One (1) unit of service equals fifteen (15) minutes.
Psychological Services:
a. Procedure code 90804, and
b. One (1) unit of service equals fifteen (15) minutes.
Respite:
a. Procedure code T1005,
b. Shall be billed as total number of units provided, and
c.  One (1) unit of service equals fifteen (15) minutes.
Specialized Medical equipment and Supplies:
a. Procedure code E1399,
b One (1) unit of service equals one (1) item, service or treatment.
c. The procedures regarding the Specialized Medical Equipment and
Supplies are as follows:
(1) The Case Manager or Support Broker shall complete the MAP-
95 packet and submit it to the Department of Medicaid Services
Division of Long Term Care, This packet shall include:
(@) A completed MAP-95 (APPENDIX);
(b) A signed Physician order or Prescription;
(c) A detailed description of the product or service;
(d) Not be available through the department’s durable medical
equipment, vision, hearing or dental programs. A copy of the

denial may be requested.

(e) Three (3) estimates for the product or service, except for
dental.

(2) Verification of need of the equipment or service
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identified in the Plan of Care;

Verification that the equipment or service is unavailable through the
State Plan;

If unavailable through the State Plan, the request for

Equipment or Vision will be reduced to the lowest of the three (3)
submitted estimates. The request for Dental will be reduced by
twenty percent (20%);

If available through the State Plan the MAP-95 will be rejected and

the services or equipment will be purchased through the services
offered in the State Plan;

If a completed request packet has been submitted and denied, the
member has the right to appeal;

Upon approval, letters approving the item/service will be sent to the
Case Manager; and

After the approved item has been purchased, the following shall be
submitted for payment:

(1) A copy of the approval letters from DMS; and
(2) A copy of the MAP-95;
(3) A completed CMS 1500 using the procedure code E1399 for

payment.
(4) The receipt for the item purchased.

15. Speech Therapy:

a. Procedure Code 92507, and

b. One (1) unit of service equals fifteen (15) minutes.

16. Staffed Residence:

a. Procedure code T2016, and

b. One (1) unit of service equals twenty-four (24) hours.

17.  Supported Employment:

Transmittal #8
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a. Procedure code H0039, and

b. One (1) unit of service equals fifteen (15) minutes.

E. Consumer Directed Option Services

1. Adult Day Training S5100 One (1) unit of service equals fifteen (15)
minutes.

2. Community Living Supports S5108 One (1) unit of service equals fifteen
(15) minutes.

3. Respite S5150 One (1) unit of service equals fifteen
(15) minutes .

4. Supportive Employment H2023 One (1) unit of service equals fifteen
(15) minutes.

F. North Carolina Support Needs Assessment Profile (NC-SNAP)

1. An initial NC-SNAP assessment shall be administered by DMHMR upon
allocation of SCL funding.

2. DMHMR is responsible for the cost of all initial NC-SNAP assessments.

3. When an SCL provider requests a reassessment due to a change in the SCL
member’s need, the provider is responsible for the cost of the NC-SNAP
reassessment. If an SCL provider feels a reassessment is necessary, the
provider shall submit a written request to:

SCL Waiver Manager

Division of Mental Retardation
100 Fair Oaks Lane, 4W-C
Frankfort, Kentucky 40621

4. The request for a reassessment shall include the SCL member’s name and
address of the SCL waiver provider making the request. Payment of $100.00
must accompany a copy of the request for the reassessment and sent to the
SCL Waiver Manager at DMHMR. The check or money order shall be made
payable to the Kentucky State Treasurer.

G. North Carolina Support Needs Assessment Profile (NC-SNAP) Instructor’s Manual

1. The NC-SNAP Instructor’s Manual is used to teach the NC-SNAP Assessors.
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H. North Carolina Support Needs Assessment Profile (NC-SNAP) Examiner’s Guide
1. The NC-SNAP Examiner’s Guide is used by the NC-SNAP examiner when
conducting assessments.

Transmittal #8 13
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Background

The North Carclina Support Needs Assessment Profile (VC-SNAP)
was developed in order to respond to a systemic need identified by the
North Carolina Developmental Disabitities Policy Work Group in
1997, This system-wide need became apparent threugh Policy Work
Group discussions pertaiming to funding/cost, and consistent and
accurate identification of people’s needs for supports and services.
The Policy Work Group established an Assessment Subcommitiee
whose task was to identify an assessment protocol that could be used
system-wide to consistently and reliably assess a person’s level of
intensity of need for devetopmental disabilities (DD) supports and
services. The Assessment Subcorumittes {chawed by J. Michacl
Hennike) reviewed the available literature, the existing assessment
tools, and the current assessment practices of other states. in doing
"80, it became apperent that no existing instroment would adequately
address tite requirements established by the DD Policy Work Group.
Therefore, the Assessment Subcommuttee directed the Murdoch
Center Research Group and the Murdoch Center Foundation to
pursue the development, rescarch, and field-testing of an assessment
instrument that would be a valid, reliable, and easy-to-use measure of
a person’s level or itensity of need for DD supports and services.
The NC-SNAP is the resuit of 3 years and countless hours of work by
many people in the service system.

Puarpose

This Examiner's CGuide 1s provided a5 an aid for examiners certificd
to administer the NC-SNAP, The NC-8NAP, when completed, will
indicate the intensity or level of need in three impertant domains
and provide an overall Iovel of ueed for supports.  The three
domanns are (1) Daily Living Supports, (2) Health Care Supparts,
and (3) Behavioral Supports. The levels runge from 1 (low nead) to
3 (extrems need) for each domain and for the overall scors,

When wetiministered properly, the NC-SNAP wil rrovide a reliable.
walith, and consistent methadd {br delerminmng needs for a person
with developmentel disabilitizs. It should Bunction as 8 storting
point for the development of a person-centared support plan. 15 wiil
also provide o sturewide database to assist i systn planning,
menitoring, and accountability. It should be noted, hiowever, that
the NC-SNAP i ngt a diagnostic tooi, and 11 is not intended to
replace any formal professional or Glappostic  sssessmont
anstrumest,

Certification of competenty 1o use the NC-SHAP is 2 reguarement,

eneral Layout

The NC-SNAP is divided inte fonr pages. The fivst page s divided

“irto three parts. Part 1 obtaing general backyrourd information ou

the individuaj and examiner; Part 1l contains general instructions
about scormg the NC-SNAP; and Pact 1 providas a graphic profils
summary for the completed NC-SNAP. The second page contains
items for the Daily Living Supports Domein. Page three containg
items for the Health Care Supports and Behaviorai Supports
Domains. Page four provides a grid for listing current needs,
supports, and preferences, which may bo useful in the development
of a person-centered plan.
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Preparation

The NC-SNAP must be completed by a certified examiner [generally 2
case manager or Qualified Developmental Disability Professionai
(QDDP)]. While the NC-SNAP can bs compicted in a very brief
period of time, the examiner must be prepared with a thorough
knowledge of the individual, Examiners who do not kuow the
individual well should gather records and/or information from the
individuai or flom someone who knows the mndividuat well.

* It is often usefid 1o have the mdividual's records available while
completing the NC-SNAP. Current evaluations such ds psychoso-
cial evaluations, nursiig assessments, psychological evatuations,
efe. and previous person-centered plans can be very helpful.

= [njormation from direct sources such as the individual, parents,
guardians, or service or Support providers can be helpful when
completing the NC-SNAP.

st Is acceptable lo use multiple sources to gather necessary
information. If a discrepancy is noted in information provided by
two different sources, the examiner should resoive the discrepancy
through further discussion gr by seeking 'additional information.

Completing the NC - SNAP

Step I: Background Information

This section contains basic identification information regarding the
person to be assessed, the examiner (person filing out the NC-5NAP),
and the date of the assessment. There is also a data entry coversheet
that should be filled out. This coversheet provides pertinent informa-
tion for the statewide database. After completing these, the examiner
proceeds te the Domain Checklists that begin on Page 2.

Step I1; The Domain Checklisty

There are three Domain Checklists: Daily Living Supports, Health
Care Supports, and Behavioral Supposts. Each domain lists suppuart
tvpes in bold print along the top and level of intensity w bold prat
ajong the side, Level of intensity is ordered from "1" (minimum) o
"5" {maximuin). The boxes in the remainder of the grids iist
descriptions of the supports at vanous {evels of imiensity. Bot a6
supports are divided into 5 Jevels. Wherever there i o descripticy «F
a support at a given level, the corresponding box is shaded Tght bive

The NC-SNAT is cotnpleted by reading the descriptions of the leve: of
supports 10 each colump Som top down wntil the examiner identifies
that deseription which best describes the individual’s need for i
support, The corresponding vox s marked with an "X" and 1
exammer proceeds to the cohunn for the next support until all thyse
domains are completed.

In completing the Doman grids, it is msportant to focbs on whar {ae
persen needs, not on what the person has now, or on what he or <he
may need w addition to current supports. Thizs shonid be duae
without comparison to nther peeple’s necds or supports. The fact that
@ persen may be receiving more or less than lre/she truly needs is
irrelevant at this point.

The following section elaborates on the storing criteria for the varivas
sppports in each domain,



Scoring Criteria
Daily Living Supports

Supervision:

Describes the number of hours daily that a support person must be available
to assist the individual in dajly [iving suppogts (e.g., self-care, activities of
datly living) or (o ensure safety. The critical distinction between levels 1,
2. and 3 is the number of 8-hour tune periods that are required for
supervision. More than 8 hours up to 16 hours describes jevel 2, while
more than 16 hours describes levels 3, 4, or 5. Extreme need (Level 5)
describes a person who requires specialized 24-hour supervision with
continuous monitoring.

. Note: Continuows monitoring means that the Person supervising the
individual must constantly moniter the individual,

s Noter Level 5 here and throughout the NC-SNAP refers to
wusually extreme need. As such, Level 5 scores should be
uncommon, Whereas Levels I through 4 represent steps aiong
a continuum (such that Level 2 is applicable once the Level 1
description Is exceeded, etc.), Level 5 represents needs
that are substantially more intense than Level 4,

Assistance Needed:-
Three types of assistance are described:

Minimal assistance refers to the use of verbal prompts or gestures given at
a eritical point in the behavior sequence such as a remitider to brush teeth.
Partial assistance tefers to the use of hands-on guidance for purt of the
task (for instance, heiping a person turn on a water faucet), or compietion
of some part of the task (for instance, washing the persen’s jegs because
sheshe cannot do it during a shower).

Compiete zssistance requires that a caregiver compiete all parts of task,
aithough a caregiver may get some partiai assistance from the individual,
such as the individual raising his or her arms during bathing.

Extreme need (Level 5) is distinguished by the absence of any form of
participation by the individual in any task.

[ —

This section also distingwshes four typss of skills:  seli-heip (e.g.,
handwashing, eating), daily living (e.g., cooking, cleaning), decision
moking (e.g., planping activities, making purchases), and compiex skills
(e.g., financial planning, hezlth pianning). Note that the descriptions of
bath the type of assistance required and the type of skills completed
change across levels.

Persons who can independently compiete some tasks within a skill ares

{e.g., drink from cup, remove coat, etc.} should be scored at Level 3. A
person who needs help with all tasks should be scored at f.evel 4.

Age - Related:

" Score this column according to the individual’s chrenological age,

Degree of Structure Provided by Others:

This refers to that set of skills needed to plan and carry out daily activities.
At Level 1, assistance is required oniy for special activities {e.p.,
vacation). At Level 3, the person's daily activities must be both planned
and initiated by another person.

Same examiners find it helpful to view this support area in the context of
a "day off." On a typical day off, does the ndividual arise independentiy
and follow his or her own scheduie for the day? (Level 1) Or does
someone else have to help him or her decide what to do and wien to do it?
(Level 2) Or does someone else have to plan the day's schedule and
prompt the individuai 1o perform each scheduled activity? {(Level 3)




Health Care Supports

Physician Services:

Levels 2-5 desceibe people with chronie health care peeds beyond
routine physical checks and monitoring {e.g., setzure disorder, diabstes,
hypertension). M representative of current needs, consider the
mdividual’s health for the past yvear and average his or her physician
visits on a quarteriy baais,

Note: Level 5 applies gnty to individuals with extreme needs requiring
that a physician be available immediately {i.e., close proximity to ths
psrsoty; this does not refer- to on-call or emergency-room physicians)
and for frequent monitoring,

Nursing Services:
Refers to activities of an RN or LPN. Reniinder: Consider only those
activities that a nurse must do.  Sometilmes purses are readily available

due to the type of residentsal setting. When delermuiming wiether the -

individual has nursing needs, reflect on whether the the nurse would
have to be present for the service to oecur. [fthe service can be provided
by someone else if the nurse isn't available the need is not a nursing
service,

Allied Health Professionals:

Refers to services needed from a Speeciy Therapist, Physical Therapist,
Occupational Therapist, andfor anotier licensed health service provider
other than a mentai health service provider. Score Level 1 if the
individual needs 1o see the professtonal less often than once per week
{or not at all),

Eqguipment Supports:

Refers to adaptive equipment prescribed by health services providers
(e.g., wheelchairs, communication devices). To score Level 2, the
person’s equipment should require frequent repair, service, or
replacement {once a month or more often). The actual purchase of the
equipment (regardless of cost) is not relevant in scoring this item. Level
1 should aise be scored if there are no equipment support needs.

Behavioral Supporis

Mental Health Services:

Level i scrvices, if any, are those provided by any mental health servic:
provider which are directed toward a temporary o acute condition (e.g.,
grief counseling following the ioss of 2 loved one). Level 2 consultation can
be provided by any mental health services provider and results in ongoing
mtervention. Levels 3 ~ 5 require a formal behavior intervention pian
deveioped by a psychologist. The compiexity of the plan and the experience:
of the psychiojogist developing it increase [rom Level 3 to Level 5.

Behavioral Severity:

Describes the threat of injury 1o self andfor others, which does or may oceur,
Level 5 applies onfy to those for whom a special environment is necessitated
by the severity of behavior. Note that “life threatening” refers to behavior
that poses an immediate threat of death or severe injury (e.g., severe heud
banging, extreme aggression, suicidal bebhavior, tc.).

Direct Intervention:

Describes the extent of staff support required specifically for. behavjoral
intervention, It aiso describes the intensity of such intervention. The use of
restraint [immobilization of body part(s)] is categorized either on a
continuous basis (Level 3) or contingent upon (i.e., foliowing) a target
behavior (Level 4). The use of preventive intervention techniques is also
described a1 two levels:  standard procedures (Level 3) and spevialized
procedures {Level 4). Any intervention that requires at minimum 24-hour
vne-to-one staffing is defined at Level 5.



Step 1II: NC-SNAP Profile

After scoring each item 1 each domain, complete the NC-SMNAF Profile
on page 1. The grid in this section corresponds to the three domain grids
completed in Step 1. Where an "X had been piaced in the domam grid,
a circle 1s now placed in the profile grid. Thus, to fill out the chart, find
the level (from 1 {0 5 which you scored for eacih item, beginning with
the Daily Living Domain. Circle the corresponding number on the chart
on page i. Continue this process for theé Health Care and Bebhavioral
Domains.

= Nole: It is umportamt 10 do this process careftdly to cveid erress
that conld affect the final seore!

Then, for each domain, connect the crreles with g ling, as Mustrated
balow.

Bally Living Domain | Flealth Cnre Oomain Hebavioy Domzin

Puper | Awitst ) Age | Struct| MD T RN | ame I5qu  [MH | Seventy|lsterve
PR PNroN ) N 5
ENIEWWEN B IR L NN 2
N 7 a7 : NN N -
4 4 4 Tedf) 4 14 4
5 5 EEIERE 5 5 5o

Next, {follow the instruclions io. record the highest score for zach
domain 10 the appropriate box under the chart. [MHighest™ refers to
numertcal values; thecefore, 5 is the highest possible score, 1 1z the
iowest.]

Example:

Daily Living Supports =3

Health Care Supports= 2

Behavioral Supports= 4

10

Then, in the box. labeied "Overall Level of Eligible Support,” enter
the highest of the three scores from the boxes above.

This is the consmmer's Ainal NC-8MNAP score.

Example:

Overall Level of Eligible Support = 4

Finally, compiete the Cumulative Score Section.

A, The Domawn Cuimulative Score s deterwpined by adding the
highest score in each of the three domains (i.e., the scores in the
three boxes below the profile grid). This 18 the sum of the
domain high scores.

B. The Cumulative Raw Score 15 determined by adding all 11
scores; that is, the score for each itemn in each domam. This is
the sum of scores.

Example:

Cumulative Score (add all scores)
A. Domain Scores (range=3t015)=9
(Sum of the highest levels 1n each doman}

B. Raw Scores (range = 11 fo 46) = 27
{Sum of all levels in all domains)

Ry

-~
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Step IV : INC-SNAP Support Grid
(optional)

The NC-SNAP Support Grid 5 an ophional tpol that may assist in the
planning for providing necded services and supports. It ts completed for
each item in each domain. The first column identifies the need established
in completing the support grid. Current Naturai Supports apd Current
Services are next identified (Columns 2 and 3}, From this description, the
planner next establishes if there is an exssting unmet need (Column 4).
Finally, the preferred mapner of meeting the used is identified in Celumn
5. An example is provided on the NC-SNAP form.

Conclusion

The NC-5NAP will be admimstered for each comsumer i, or on the
waiting list for, the state’s Developmental Disabilities Service System:

s When an individual enters the DD Service Svstem
s Adnnually

= Whenever there s a significant change in ihe individual 's need profile

Congratulations! You have now compleled this Exammner's Guide.
Keep this guide for fisture reference. Thanis for taking the time to tearn
about the NC-8MAP. When it comes o assessing supports and needs for
persons with developmentar disabilities, remember: The first step is
"SNAP!"!

Notes
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Then proceed in the next calimn,

Note: Focus only on this particalar person's needs. Do not make comparisons to other mdividuals. Also, do not base your answers solely on what services fie
sndividual 15 or s not recerving; focus on what supports the individual truly needs. For example, the ndividual may reside in o setting that provide
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North Carolinal S zp Jort Needs Assessment Prof Ie

. (NC-SNAP)

! i, NO-SNAP Support Summary

Use this goidd fo sumamaerze the cesults of this NC-SMAP. List the support needs that were identified, us well as any supports or services Hul aco curvently o

place 1o meet these needs. Indicate "Yes® if there is.an unmet need. Also note individual or fonily preferences for pasticuiar supports. [,e(- example balonw |

This information should be helpiful to the planning team as i prepares to develop the person's support plan.

€

EXAMPLYE
Daily Living Domasn: ) Assistive Liviag Apartment warh 24 houre
Supervision: 24 hour awake stafl Puarents Adde, 2 kriwlk aide !
Current Meed is
Needs HMitiral Supporis Other Curcent Supports | Unmet Preferenees ov Requested Supports

Daily Living Doronis:

Sapervisinn:

Aksistinee

Ape-Rutated:

Nirociure:

Health Care Bomain:

Physivii: OV

Heweine:

. Adbied Crad,:

__ypdipinend

Behavioral nnsiing

Wendul dleatih:

Soeveri

Ll h-mmn

(}thtr' feag

WL, ( CITTRARTC mum

TETI PR
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Chapter 1:

Examiner’s {zuide

Background

The North Carolina Support Needs Assessment Profile (M

SNAP) was developed in order to respond to a systemic need |
identified by the North Carolina Developmental Disabilities ’
Policy Work Group in 1997 This system-wide need becams
apparent through Policy Work Group discussions pertaining to
funding/cost, and consistent and accurate identification of i
people’s needs for supports and services. The Policy Work
Group established an Assessment Subcommittee whose task
was to identify an assessment protoco!l that could be used
systern-wide to consistently and reliably assess a person’s level o
of intensity of need for developmental disabilities (DD)
supperts and services. The Assessment Subcommittse {cnairsd
by J. Michael Hennike) reviewed the available literature. the

Forse

existing assessment 1o0ls, and the current assessment practices
of other statgs. In doing so, it became apparent that no existing
instrurnent  would adequately address the requirements
——sgstablished—by-the-DB-Poliey—Work—Gre aa——?heraﬁaﬁ,——{ N
Assessment Subcommittee  directed the Murdoch Center |
Research Group and the Murdoch Center Foundation to pursue
the development, research, and fleld-tesiing of an assessment
instrument that would be a valid reliable. and easy-to-use
measure of a person’s level or intensity of need for DD mppm s
and services The NC.SNAP is the resubt of 3 vears ¢

ountiess hours of work by many peuple in the servi

L.J
f..L.

(9}




I he authors are grateful for the cooperation of 2,927 persons in
ihe service system and thet guardians and families  We are
Eippif_:(:iati’\,c, L‘.’f the support t‘on 200 case managers and
aunwrrous providers throughout :
research and field test
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PUrpose

This Examiner’s Guide is provided as an aid for examiners
certified 10 administer the NC-SNAP  The NC-SNAP. when
completed, will indicate the intensity or level of need in three
important domains and provide an overall level of need for
supports  The three domains are (1) Daily Living Supports, (2)
Health Care Supports, and (3) Behavioral Supports. The ievels
rangs from 1 (low need) to 3 (extreme need) in each domain

and for the overall score

When administered properly, the AC-SNAP will provide a
reliable, valid, and consistent method for determining needs for
a persen with de‘,"a:.lo;)mema] disabilities It should function as a

starting point for the dévelopment of a person-centered support
plan. It will also provide a statewide database to assist in

system plananing, monitoring, and accountability. It should be

noted-however—thet-the-NE-5A4P-isnot-a-diagnostic tealand .

it is not intended to replace any formal professional or
diagnostic assessment Instrument.

fiy
b

ication of competency o use the MNC-S8AP &

i o e ek s 7




General Layout

Fhe AC-SMA4P is divided into four pages The first page is
xlnaeq into three parts  Part | obtamb genwai background
information on the individual and examiner; Part II contains
general instructions about scoring the NC-SNAP; and Part I
provides a graphic profile summary for the completed V(-
SNAP. The second page contains ttems for the Daily Living
Supports Domain  Page three contains items for the Health
(Care Supports and Behax ioral Supports Domains. Page four
provides a grid for listing current needs. supports. and
preferences, which may be useful in the development of a

-centerad plan,

3
[}
—y
sl
(]
o]

reparation

The ANC-SNAP must be completed by a certified examiner
, {generally a case :‘nanagér or Qualified Developmenial
Disabilities Professional (QDDP)]. While the MC-SA4P can be
compleiad in 2 very brief period of time; the examiner must be
prepared with a thorough knowledge of the individual
Examiners who do not know the individual well should pather
records and/or information from the individual or from someone
who knows the individual well

:

3= fisuften-usefnbto-have-the-fndividual s revords-avatfadie————

while completing the NC-SNAP. Cwrrent evaluaiions sueh
as  psychosocial  evaluations,  nursing  assesspenls
psichological  evaluations, eic, and previeus person-
centered plans can be very helpful

-y

* Information from direct sources sugh as ihe ism"i\'n/wu’
parents, guardicns or service Or suppori providers cun o

helpful when completing the NC-SNAP

L)




s {1 iy acceptabls to use multiple sources 10 gather necessary
information. If a discrepancy is noted in information
provided by rwo different sources, the examiner should
resolve the d;su;pamjy through further discussion or b
seeking additional information

Completing the NC - SNAP
Step I: Background Information

This section contains basic identification information regarding
the person to be assessed, the examiner {person filling out the
NC b\ 4P), and the date of the assessment There is also a data
nntr\, coversheet that should be filled out. This coversheet
provides pertinent information for the statewide database After
. completing these, the examiner proceeds to the Domain
- Checklists that begin on Page 2.

Step II: The Domain Checklists

There are three LJOITLU“ “hecklists; D:‘ﬂ’ Living Supports.
= r
Care

Healh > Sdppons and Behavioral Supporis. - Each domain
lists suppost types in bold print along the top and level of

fhilensity in GO print along the" ilde, Cevel ol mensity s
ordeied from "1" (minimum) to "5" (maximum) The boxes in
the remaindsr of the grids list descrlpuom of the supports at
varieus levels of intensity. Nm all supports are divided into 3
300 W H-:-z':* ¢r thers is no description of 3 support at a given

tevel, the corresponding box is shaded light blue.




fhe - NMCWSNAP s completed by reading the descriptions of the
terel of supperts in each colimn from top down until th
examiner identifies that description which best describes the
individuat s need for that suppert.  The coresponding box is
marked with an "X" and the examiner proceeds to the column
for the next support until all three domains are completed

YU

In completing the Domain grids, it is important to focus on what
the person needs, not on what the person has now or on what he
or she may nzed in addition to current supports  This should be
dene without comparison to other people’s needs or suppois

=i
b

The fact that a person may be receiving more or lzss than he she
trulv needs is irrelevant at this point,

The following section elaborates on the scoring criteria for the
various supports in each domain.
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Scoring Criteria

T

Daily Living Supports

Supervision:

Describes the number of hours daily that a support person must

be

available 10 assist the individual in dailv living supports

i)

{e. g . self-care, activities of daily living) o1 to enswre safety The
cr

ho
{

-

10irs up 0 16 hours describes level 2. while more than 16
s describes levels 3,4, or 5, Extreme need (Level 3)

ha
[ LW
describes a person who requires spec;‘-ai’ized 24-hour supervision

ag

al distinction bet\\"-'en levels 1, 2, and 3 is the number of 8-
ur time periods that are required for supervision Moré than 8

s

with coptinupus moniloring,

"

Note:  Continuous monitoring means 1aat 1the person
supervising the individual must constantly monitor the
individual

Note' Level 5 here and throughout the NC-SNAP refers 1o

unusually extreme need  As such, Level 5 scores should he
wncommon  Whereas Levels 1 through 1 represent sieps
along a continuum (such that Level 2 is applicable once the

Level | description is exceeded. etc) Level 5 represents

needs that ure sudsianiial Iy TTIOTE TRTCASE T4 LeVEr 4

Assistance Neaded:

Three 1ypes of assistance are described:

Minima] assistance refers to the use of verbal promipts
or gestures given at a critical point in the behavior
sequence such as a reminder to brush tegth,




————-'wbttnmti—ﬂt- Level-3--A person-whe-nseds

o

Partia) assistan ce refers to the use of hands-on guidance
for part o1 tHe task (for instance, heiping & peiso

on a waier faucet). or completion of some part of the
task (for instance, washing the person’s legs © '
she/he cannot do it during a shower),

Complete assistance requires that a caregiver complete
all parts of task, although a caregiver may gei some

partial assistance from the individual, such as the
individual raising his or her arms during bathing,

Extreme need (Level 5) is distinguished by the absence i
of any form of participation by the individual in any
task

This section also distinguishes four types of skills: self-help
(e.g.. handwashing, eating), daily living (e.g. cooking.

, Cleaning), decision making (¢ g, planning activities, making

DLI;Cha:;Eb) and complex skills (¢.g,, financial planning. heaith

planning)  Mote that the descriptions of both the npe of .
assistance required and the type of skills completed change
across levels,

P 15005 who can independently complete some tasks within a

Fy ;

xill area {e.g., drink from cup,. remov .nu coat. etc ) should be ;
:ds-help v lLb-_:Lﬂ toskso

should be scored at Level 4.

Age -~ Related.



Degrae of Structure Provided by Others:

This refers to that set of skills needed t plan and carry out daily
activities, At Level 1, assistance is required only for special :
activities (e.g., vacation), At Level 3, the person’s daily

activities must be both planned and initiated by another person.

Some examiners find i helpful to view this support area in the |
context of a “day off™ On a typical day off. does the individual
arise independently and follow his or her own schedule for the
day?(Level 1) Or does someone else have to help him/her
decide what to do and when to do it?(Level 2) Or does
someons ¢lse have to plan the day’s scheduls and prompt the
individual to perform each scheduled activity T evel 3)

P

Health Care Supporis

Physician Services:
Levels 2.3 describe people with chronic health care needs
beyond routing physical checks and monitoring (e g, selzure
e @igorder,_diabetes, hypertension).—. If representative of curreni .
needs, consider the individual’s health for' the past vear and
average his or her physician visits on a quarterly basts.

) S Il SN o - '- : H ,.5... - Ty p-“':-':—!ﬁ
Vore Level S pphé; only to individuals with extiame neads
requiring that a ph, ician be awziab .mmed‘afal}’ {ie. close

r H -
t0 the itoor




Nursing Services:

Refers to activities of an RN or LEN. Resuder: Cousider onis
Hose activities that a nurse must do Sometimes aurses are

adily available due to the type of residential setring  hen
aetermining Whether the individual has nursing negds, *ﬂc b
swhether the nurse would have to be present for the service to
ceeur. I the service can be provided by someone r:-:‘zsew the

rse isn't available the need is not a nursing service

.

nila

....5:

Alliad Heaalth Profassionals:

Refars to services needed from a Speech Therapist, Physical

Therapist, Occupational Therapist, and or another leensed
1 31 - £ A R N i-'L\ ;“i-n} }-. ]}'L. Coaem e
health SE;VILE provider OUEr indn a memal néaln 8, I8
provider core Leval 1 if the individval neads to s22 the
tatally

professional less ofien than once per week {or no

Equipment Supports:
Reters 1o adaptive equipment prescribed by y.al‘: serices
providers {2.g ., wheelchairs, conundmcatland Vices) 10 score
- Level 2, the person’s équipment should requue Tequeni :
: sajr'\"ice, r replacement {once a monmth or more often) Ths
; :
i

3 T 1 & oal gt P e e T ey -
actual purchase of the zquipment {regardiess

~——-gelevant.in scoring this_iram._Lavel 1 should
thers are no equipment suppor nzeds.

Behavioral Supports

R |
] s T Fa s SiAanir
r 2N kl' mened: 2

M
oy




provider d resulr: In ¢ngoing intervention.

Levels require a formal behavicr Intervention plan
developed by a psvchologist. The complexity of the plan and

the psychologist developing it incrzase from

Bshavioral Severity;

Dem ribes the threat of injury to self and/or others, which does
may oceur. Level 5 apulm only to those for whom a special

- t-\ --.

envirpnment 15 necessifated by the severiy ol ’m'.aan:.z Mo
that “life threatening” refers to behavior that poses an

immeadiate threat of death or severs injury (e.g., severe head
banging, extrame aggression, suicidal behavier, etc)

S P B 77T TS i N T o 1md 7
1;-,~.-1.J1:.l werysntion It also describes the ntens

r
T!—,:: K ~F v:,,;--'v‘,..r-.;—r "u-n iy b Iil I:‘-‘\r\
aon e use of zuaucmh [tmmobilization

&

Ve C
par'::(_s'}] is categorized either on a Continuous basis {Level 3Y or

conuingent upon (12, {ollowing) a Targel benavior (1 esel =)
of praventive iniervention techniques is also described
Is: standard procedures (Level 3) and specialized
(Level 4 Any ntenontion thal eguims
mod-hour onede one staffing s defined at [enel 3




Step lll: NC-SN4P Profile

After scoring each item in each domain. complete the NC-SAAP
Profile on page one. The giid in this section corresponds 1 the

thrge donmin gr;da u,mmeted 0 Si'&‘p II \-k*’i*-ere an "‘(” had

;
niciile grid. Ihul‘l, to {1!1 OLt Ihe a..hart, find Ihe ]ez--el (froln ] to
vhich you scored for sach ltem, beginning with the Daily

| omain. Circle the comesponding number on the chart
on page 1. Lommue this process for the Healh Care and
o N | ;

b
=
f1a]
cJ

s Note [t 03 fmporiant 1o do WIS process carelidly o woid
errors that could affect the final score!

D

line, as

o

Then. for esach domain, conpect the circles with &
titustrated below.

Daily Lising Domain | Health Care Domain ,! Bekavicr Domsin
A Allied 15% ‘ MH Sr:--‘eri_rstlm Tue
A DT Vi L L
)T 2 A 2
= A ‘~




Example:
[ * 7 k] » al
{ Daily Living Supports = 3

i
Tl

Health Care Supports =

Behavioral Supports = 4 |

[hen. in the box labeled “Overall Level of Eligible Support.”

cnter ihie highest of the thice scorea Tom the '} ( Thi

15 the individual’s final NC-SNAP score,
Example;

;[- Overall Level of Eligible Support =4 |

Finally complete the Cumulative Score Section

A The Domain Cumulative Score 15 determined
adding the highest score In -ch ofme three domains

(ie., the scores in the three boxes pelow tas profife
grid). This is the sum of the dormnain high scores

B. The Cumulative Raw Score is determined by adding

all 11 sco ﬁat 15, the scor2 1of cach Item in g4ch
domain. Th' s the sum of scores
Example;

Cumulative Score (add all szores)
A Domain Scores {(range =35 0 E :
i Sum of the highest levels

T N e,
B, Raw Scores {range = 11 1o 48) =17
(Sum of alt ewe'ls in ait domains)

e em e —— e a




Step 1V (optional): NC-SNAP Support Crid

1

in the planning for providing needed services and supports [t s
completed for each item in each demain. The first ¢olumn
Ljumm»s the need established in complating the support grid.
tural Supports and Cuwrent Services are next

The NC-SNAP Support Grid is an opuo’aai tool that may asstst
for

Current  Natu
identified (Columns 2 and 3)  From this description. the
planner next establishes if therg {5 an exisiing unmet need
(Column 4). Finally, the preferred manner of meeting the ne
is identified in Column 3. An example is provided on the 3
SNAP form,

wil! be administered for :ac? 1 pErson in. o7 on the

waiting }.i st fo:', the state’s Developmental Disabilitiss Semvice

* When an individual enters the DD Service System

*  Whanever there it a significant change inthe
isdividual s need profile
Congratul: ! You have { his Examiner’s
Congratulations! You have now completed this Examiner's
£ [P

8
— - 1" 1" . o ~ . Ing w
2 o o} . o e S a Fatee o~ b ..ﬂ‘,,-. Y '
uide, keeo this ouide for futurs reference Thanks ios taking
19 +
1Y




(hapter 2:

AT LTAY A

{Guidelfines for VU-SNVAP Instruciors

Introduction — Teaching others to administer the VC-SNU/
s not a difficult task It does, however, require preparation and
attention o detail.  Once you have been certified as an
insiructor by attending training offersd by the NC-SN ‘-I P
authors, you may teach others  The following outline will ass
vou in completing this task.

Setting — Training should oceur in a well] :
setting where participanis have access 1o a des%:tap for writing
and reviewing records.

Class Bize - A maximum of 20 students. with 2 certified
Insiructors.

Materials - A copy of the ;\-’C‘-»SL;\?;A.!'P‘ the AC-SAVAP
Examinzst’s uu e, “Sample Case Hist = d 3

should be available £‘ each

IS I
T,

(Case History #27 participant.
Instructors should have a ready supply of "Sample Case Histon

E3 7 In case of eed ~The instructor will alse nesd a wood
quality 2levision and VCR to show the MNC-SNAP videotape

ah sy

Time - Aliow 2 hours for training. [n many cases the actual
ums will pe less. You must allow adequare time tor checking
! f each participant’s work and compleiing the

H ;q H

’r"reﬂaratmn - Instructors should prepars by resizwing the

% a T om
VWSV AP and this Instructor’s s‘ia:u




Points fo Emphasize:

+ The NCEN&P 15 a brief '-‘“t”'-‘--"""*n»'-ﬂt el used 1o
determine individual needs in three d h"h Dailv Living
Supports, Health Care Suppors, and B havieral Suppers.
Items in each domain are scored on 2 five- le el scale The
examingr then completes a brief scoring profile.  An
optional support summary is available for use in assisting in
the development of a plan for support

1 The NMC.SNAP is not designed 1o iepiace standardized

zssessment  instruments  typically  administered by

professional support staff {such as cognitive and adspine
; H L = N, T
psychological evaluations, physical exams, speech and

hearing evaluations, etc )

3 The NC-SN4F can be helpful in determining an

- individual plan of supports and senvices. Aggregaie data
can also b use-:i by area and state authorities for mondoring
and planning
»  Data from the VO-SN4P can be entersd nio a sarevade

T s a stats or region can
innmen ol

--~i > b AR e D ! "?1r~. 4.
comprehensive database for ¢itizens with developmenial
=]

% The -'-\"'C‘wﬁ‘\'* 4P is 1o b& comp leted mwllqll and
whenever there s a significant change in an indis idual’s
need prolile i"a::r each person who is served, or on & waiing

H




Trainina Instructions:

Students i the class must successfully complets two NVO-S3 4 F
ssessments using  standaidized case  histories hknown as
“Sample Case Historv #1" and “Sample Cas2 History #2.7 The
first case will be completed during the video preseniation,

; «

Allow time for smdpnt: to read ba*nD!ﬂ ase niSEuf‘_‘_.
. ; on

I 31 l Fata s ] A s . Yy
indicats oo:tian of tne (nstr u_"uii’nl. AS ahes do this, the
st e 1yt L - 1. . . \ [ - - . "
insiructor should  walk around the classroom, answening
4 P RN I [l L P T .
Toutthe AT-SYAF _Uf_l':thua ghopdd he

o

L
I3 that occasional scoting
ing the overall result. It is important
at the correct Domain Scoiss  When o
| :

wart + I L . + ‘.;- ; "

, rect them (suggestion: it 15 ofizn

[ ~ and R - Ty~ = = O

er students who got tne correct Domain oot
U '.’:"'."11'" i"- t\'1!--. Lo -—;-1:‘3-*1'.‘.»'} rh.u TSt s
e - IO LT S A0 4 S el RO LD LRI VT




Ay

NCSNAP assessment using the information provided 1l
instructors should allow students to complete this “--»c S‘\"{"‘
assessment independently; questions may be answered. but car
hould be taken to avoid helping the students fill out thc‘: torm

9]

If the student completes this second NC-SA4P correctly (ic
attains correct scores for the “Overall Level of Ehmbi*
Support” and the three Domain Scorés), the instructor mas
proceed with certification (See Chapter 3)  1f not. the student

should be offered corrective feedback and then given a third
tandardized case history (“Sample Case [istery %37} as a
retest. 1o be certified, the tf"aLne\_ muqt complete one of these
fast two NC-SNAP assessmen rectly, I the student does
meet this criterion. he/she ;houd be scheduled to attend

)
'

L

L] -

s Note [+ The three sample case historizs are included ot
the end of this erprer Each contains all 1he
informeaiion needed to rumpufe the NC-SNAP
Students showld be cautioned that these are
abbreviated summaries  Advise them not 1o
speculate about needs or infer needs that are not

specified.

N 5 . - . - —— - .

® Note 20 Distribute the first case at the starl of class
Distribute the second case gfler the sideo iy

concluded
2 Nere 30 4 complered NC-SNAP Profile s also included
jor each sample case P memder  When

reviewing the siudenis  completed NCSNAPY o
Is not negcessary f0 proceed  1iem-{o-item

instead verify that alf studenis n’zrmn the correg!
A A R < —— . L aeqald
verall Level of Eligible Suppouri " seere. wnd

4




» Nore 4

then review the three (Daily Liv g Hea!ih Care,

and Behavioral Supports) Domain scores. The
individual cofumn scores are pra ed here as

an aid for instructors.

*

Caution;  This information must be kepi from
df's!r'iémfi'on lo preserve imegrity of the M-
SNAP,

4 Note 5. Suggestion: Students shoufd be discouraged from

M e ey e L

discussing or sharing amwers bgfore the
instructors review the resulis

Studenis who arrive late jur class generally
should be rescheduled Jor anciher class i ey
arrive following the first pause If’-ze \‘1".138()?'.'&.;'3 |
unless'an instrucror is available io we :
with the siudents 1o carch them up.




NC-SNAP Examiner Training
SAMPLE CASE HISTORY #1

Name:  Alex Smith Unigue ID:  SMIA0229352

Birthdate: 2-29-52 Soc Sec. No.: 987-65-437

Address: 123 Uphill Drive Area Program: Crossroads
Anytown, USA 27600 County: Wake

Phone;  (919) 555-1212
Date of Single Porial Review; 7-14-99

aba

Alex is a male Caucasian diagnosed with Down Syndrome., moderate
mental retardation, moderate bilaizral hedring loss. and epilepsy. He
has had no seizures for the past 3 years and he takes depalxoip for
seizure control  He is moniiored quarterly by his physician  Nursing
services are required for routine health care only  Alex wears hearing
aids which he can care for independently and visits his audiologist for
semi-annual checks "

Alex f!i»es N a supery ’iaeartm?nt with assistance from staff during
waking hot f} 30 AM to 10 PM). He requires no suphnasion al

night. Alex bqr_rr?s o assrstan g in some self-help and daily-living
areas (dressing, grooming. and dining) He needs verbal prompting to
wash and fold his clothes, bathe thoroughly, and comiplete general
housenold clzaning duties (2 g.. mop. vacuum «¢lean windows) He

requires complete assistance in preparmo meals. shoppm.ﬂ shaving

fail care, and financial anagemment (L8 . pAVIng Billsy

rthe past |35 vears. Alex has been emploved 7 hours per day in 2

36 --‘und she 1 ::‘ workshop. Al the workshop, he assembiss
smail items, saning about $20 per week  Alex can plan some simple
activities such as watching 1\’ sining on the porch greeting
DASSETSDY OF Sreating abstract paintings in watareolor. However, Alex

equires assistance plannmc some daily activities such as shopping
purchasing roiletries or an sup'piif:s. medical
or any ieisure or recrzational activiiies away from (he

P




Alex understands that it is unsafe to allow strangers into the

&
home and he knows how to notify 911 in an emergency, using a
t

progiam

=
(]
=
=
=

114
i
3,
p
O
fov
o)
=3
[ 44

Alex occasionally has difficulty getting along with co-workers,
Apparently, because of his impaired hearing, co-workers will taunt
him from time-to-time. When this happens, Alex will become upsst.
velling at nis co-workers and threatening them (but never actually
physically striking anyone) Following béhavioral consulation from
a regional 1esource, his vocatipnal instructors began following
tnterruption/redirection guidelines developed for Alex. Also in place
is a simple reinforcement procedure to enhance appropriate social
interactions.

~d

et e ey as s e



Sample Case st‘*‘ﬂf;f #1: Alex
Instructor’s Scoring Profils

Dailv Living Domam Health Care Donmain Behavior Deznain
Sugery | Assig l wony | Siruct \:ﬁ) | N

L r

=

2 A

=SSN -
¢l

. . H
A {%—P
[ ]
[,

g gt

s 1) i

Daily Living Supperts = 2
Heaith Care Supports = 2
Behaviornl Supporis = 2
s 3 e 3
Overall Level of Eligible Support= 4 j

Camulative Scors (add all scores)

A. Domain Scores (range =3 o 13)= _ &
{Surs of the highest levels in sach domain)
B Raw Scores (tange = 1110 46) = 18

(Sum of ali [=vals In 3l domairs)




.

20 Megan is seen semi-annually by a physical therapist to a3

NC-SMAP Examiner Training
SAMPLE CASE HISTORY #2

Name Msgan Jones Unique ID: JONMNMIQ1680
Birthdaze: 10-16-80 Soc. Sec. No.o (12-34.3878
Address: Route 75, Box 101 Area Program: Foothills

ometown, USA County: Burke
Phone:  (828) 533-1212

Date of Single Portal Ra

view; 9-1-99

Megan is a female African-American. Her history indicates noimal
elopment as an infant un ?1 she contracted sn encephalius

13l

infection  As a result, she experienced severs =welupmental

consequences including

poor motor developmem and speech delay

Megan can ambulate on!y short distances with a very amkward galr,

She typically uses a v

range of motion and io

valker if’ ambulating more than a few feet
35 her

maintain her walker. She communicates by

588
irn

making noises 1o indicate displeasure and smiles to indicate pleasure

She has generalized (o
of dilantin. phenobarbi

cizures pér month for the past vear.

o ke

nic-clonic seizures that are irsated with the use

ta} and tf:g,retoi She has a sraged about three
s a resull, sh2 15 seen monthly

-

her primary physician and appIOledIEJ.,’ twice a year by a

neuroiogist‘.

T —— e W

Megan s dxao o5
her parents were n
by the Single Portal
best be servad ina
[ 4333t persens Wil
hands-on assistance |
complete complex ml

1

Fe

%
tr
i

s having Urofcu'xd mﬂntal retardation. In 1960
ger able to care {or her at home. After review
oordinator, it was determinad that Megan wouid

i:u g.run ICE-MR group home which is designed

evere behavioral nseds  Megan requires
I daily living activizies. While she can not
she can parform some seli-heio and daily-

iving tasks with verbal prompting  Megan rcquzes 24-hour

superviston. with moniforing by staff ot night every 30-10-69 minutes




Megan must be prompled to engage in afl dailv activitics hy group
home staff. She is unable to plan these activities for herself. During
weekdays. "he attends an Adult Day Activiiy Support where she

iﬁaﬁiﬂgpa !elauzu m;d n.\..x Bauﬁﬁal acti\ lt]\.s

Me gan E"\hlb]*s severe arm biting behavior that typically involves
reaking the skin. The behavior occurs about 3 times per month and
;n ally is treatad with topical antibacterial ointment and bandages
inder a nurse’s supervision. At any given time, Megan fypically has

several abraded areas on her arms; these aie slow to heal As aresult

her arms are checked and treated daily by 2 nurse. A beh avior
interséntion plan is in place for this behavior 1t was written and is
monitored and assessed regularly by a psychologist who specializes in
thf" treatment of severe self-injury. The psychologist has direct

ersight of this plan and its impiementaiion  Megan recehves

Treqd ent positive reinforcement for adaptive behaviors. When she

bites her army, she is treated medically if needed and then placed in

contingert restraint devices until she is calm. up to one hour per

-

application

CJ'

o




; 7 - T T2k i a =
Sample Case History # 2! HMegan

Datty Living Domai Fealth Cars Do &haﬁo: Domain

Superv | Assist | % | Shuct | MDY | RN | eyl | S § M | Severity | Inienen |

L1 1 1 1111 {13 1 I

1 LB ' 2 71210 Al 2
O e o] e [

- 2oy i J L mn, |
4 2 _ 4 _1 i 4
.-L v E 3 A . 1
| A

Eaﬁy Living Supports = 4

Health Care Supports = 4

Behavioral Supports =

e b AR e o

o

1

Overall Le ﬁ:‘! of Eligible Support= 4

Cumulative Scors {add all scores)
C. Domain Scores {rangs =3 to [3)=
{Sum of the kighest levals in sach domaia}
D. Raw Scores {range = 1110 48) =
{Sum of all fevals in all domains)

ek
T

Cad
T




NC-SNAP Examiner Training
SAMPLE CASE HISTORY #3

Name:  Tom Miller Unigque [D:  MILTO30663

Birthdate: 3-6-63 Soc Sec. No.: 234-56-7890

Address: 44 Swiss Street Area Program: Pathways
Alpins, USA 27509 County: Granville

Phong:  {999) 355-1212
Date of Single Portal Review: 6-30-99

Tom lives in the Infirmary of Western Casberry Center. a state
Memtal Retardation Cemer  Tom has many physical disabilities
including diagnoses of major motor seizures, severe spastic
quadriplegia, microcephaly, Type 1 diabetes, contractures. and
scaliosis. Due to respiratory difficulties, Tom breathes with the aid of
a venttlator; this requires continuous medical monitoring  Tom's

“+ motor movemants consist only of side-to-side head roiling that occurs

without apparent velationship to environmental events He is totally
dependent on staff for complete assistance in all aspects of daily
iving  He receives nutrition by gastrostomy tube  His medical
condition requires the use of extensive equipment for the purposes of
monitoring his status and responding to medical emergencies. This
equipment is essentiel, remains in Tom's presence at all timss. and is
serviced frequemtly (at times daily) to ensure continuous operation

Bus1o-Tom's” extensive medical-nesds: staff-receives—-raining- 1o~ -

provide his individualized care; part of this care involves continuous
-4-hour monitoring of his health siatus. :




Over the past three months, Tom has had four episodes of seizures

;equmn mjection of medication to stop the seizuces. Due to his

“brittle’ diabetss, Tom's glucose level is monitored regularly and
sted as necessary through nutrition or insulin injections. For
gr

adju
A 2asCns. & nurse muyst be cmtmuomlv available for medical

‘L

thes

treatnent, and a physician must be immediately available for
emergency situations and frequent monitering. Tom s seen

semiannually by a physical therapist to assess his nes eed for suppartive

l r

devices including spimtr 1o prevent contractures. Maintenance of his
specialized wheelchair is ongoing. Int order to accommodate his
special needs, the wheelchair is inspected weekly and frequent
adjustments are made  When his health permits. Tom is taken 10
sensory stimulation activities on his living unit. Tom has been
diagnosed as having profound mental retardation  He exhibits no
significant adaptive or maladaptive behavior Al grooming and
hy giene activities are complsted by staff,



Sawnmie Cnse Histon

A Rl b

y# 3 Tom

Instructor’s %mmg PmIﬂP

{Sum cfall lavels ia 2l domains}

Daily Living Dcmam Health Care ucmm Behavier Domaim
] Sunery | Assist i, .:.mm _M_D BN .o ECILIIU MO | Soumttv | Intzee
1 1 A14 111 1 Yeuf 1 Yeef |
2 2 WONI 12 Nl | S | N
3 343 ?-3'} 3| 3 3
PUrEE 4] 4 | 4
GO 55 5
B
Daily Living Supports = 3
Health Care Supports = 3 |
Behavioral Supporis = i
Overall § Lev el of Eiiﬂi?} 2 Suj :agmrt"“ 3
Cuomulative Seore (add all sgores)
F  Domain Scores (range =3 to 15) = . A
{Sum of ths highes: levels in sach domain}
. Raw Scores (range = |1 to 46 = 30




Chapter 3

Certification
Ounly Certified Examiners may administer the NC-5N47.

Only Certifizd Instructors may teach others to become
certified examiners.

Only NC-SNAP Authors may certify Instructors.

Each Certified Examiner will be given a certification
number at the time he or she succes:‘*illv completes the
class. The certification number itself will consist of the
vear, the regional code, and a numbex. Numbers should be
given out sequentiaily. If desired, instructors may tell
newly certified examiners their numbers so that they may
immediately begin administering the NC-SNAP.

Each Certified Iastructor will also receive a certifica I
number.  These will bs given out by the NC-S P
Authors,

Names and certification numbers of examiners and

instructors- should be entered-into the database programs.

immediately following certification. The AC-SVAP
Researchers will process this information pi"»mptl‘ 1o
ensure Certification Cards are mailed out in a timely
manner Note: This examiner information must be entered
into the instzucwr's’ database at the MRC and into the Area
Program’s database. The database programs must contain
this mfo rmat ion before NC-SNAP data can be entered

¢
e d




Once awarded g cerntification number, a  Certificd
Examiner may administer the ¥C-S¥VAF anywhere in the

siate.

Certification Codes:

MRC Staff Development MRC Outreach
Murdoch = MC North Central=NC
Caswell=CA Eastern = EA
O’Berry = 0B . South Central=5C
Western Carolina Center = W  Western = WE
Black Mountain = BN Mountain =MT

Re-certification is fz2lt to be unnecessary at this time.

sl
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Chapter 4:
Data Entry (Statewide Database)

1. Program Installation

# Note: Users who had instailed fhe first (unnumbered)
version of the NC-SNAP database program and are
preparing io install Version 1.1 should first “Uninstall”
the original program. To do this, go to “Contrel Panel,”
double-click on “Add/Remove Programs,” selec
“NCSNAP,” and follow instruction to remove the entire
program,

The NC-SNAP Database CD contains an installation program
for the statewide database, The installation process consists of
four steps, which must be performed in the sequence described
below  The first two steps install two Microsoft Windows”
components; the third step loads the NC-SNAP program: the
fourth step closes thP ifstallation program

» Note; The database program is written in Microsoft

Access®, and requires Microsoft Windows 95°_ or 98,

= Prior io lpading the Installation CD; determine whiclh .

version of W:cmsoﬂ Windows® your computer sysiem

runs, If you are unsure, find out by going to “Conirol
Panel” and double click on “System.”

» Note: Before beginning instaflation, close ail running
programs on your compuler.

4# the close of this chapter, there is additional technical

P VI

information abouit :zaz‘a!:’auun and licensing issues.




= A Insert the CD is the CD drive and wail  The
installation pr'ogram should self-start. If 1t does not
(be sure to give it enough time. some sysiems are
slower than others), double click on *My Computer
on the Desktop; then double click on the CD dive
and the program will start.

2= B: Step 1: Windows 85° users ONLY (Windows 58°
users skip to Section E): Press the button for Step |
This installs an updated version of Microsof
DCOMS9s.

= (¢ Restart your computer. Usually you will be instructed
to restart your computer, and this should occur
automatically after a prompt. If it does not {ie., you

are retwned to the Installation Menu without a

' prompt to restart the computer). press “Start” “Shut

Down,” select “Restart the computer?,” and "Yes.

Do wot proceed without restarting your

compuiter,

= D;  After your computer restarts. double click on "My
Compuier” and then double click on the CD drne
A © 7 Thiswill'vetum you to the Instaliation Menu.

a E: Step 2; AH Users: Press the button for Step 2. This
installs an updated version of Microsoft MDAU

i

LI Re:,ta.rt‘oux computer. Usually you will be insirunte
o restart your computer, and this should occu
automntieaﬂv after a prompt. I it does not (1.8, !
are retiurned to the [nstallation Menu w ithout

--1

o

A
(Y
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prompt to restart the computer). press “Start,” “Shat
Down,” select “Restart the computer?,” angd “Yes”
Do npot proceed withont restarting your
computer.

= o Step 3: All Users: Press the button for Step 3. This
nstalls the NC-SNAP software program.  You
should see the following screen:

] Weleema to tha NESMAP melafution progren

li‘g
Sehp cannn il welom fes ot updats shord fiss T Res s e

> Click “Continue * Then click “OK” on the next screen
to use the default location [This path can be changed
but we recommend that vou do not do this unless
absolutely necessary,] o




HESHAPR Sclup

Schup vl et ad NTTNAP in S lodesoiryy deeorabon foider.
Toiralod ¥o i Iodder, chek O
Ta sl o o itornnt Bl ik Cracgs Poddul ftten,

Yo con chotsa ot 1o ratad NUSHAR. mmnmw&u

cang Sepn

i Fokdae -
| cucs B

> On the next screen. click the "Typical” bution to install
all components.

Tawh%wwia&mdﬂuwﬂg—mx

.‘ Scﬂ'q’" © Juess

HOSHAP wil b nataded sith v mom? sommmordy ovad
=== -

" Lymtinga
Your o withver roted ol of b MUGMAS progyam e A

st o crsom o Tk,

{Note to Computer Support: I you want to exclude 2 cerain
component (2.g, an ISAM), vou can click the “cusiom”™ button and
uncheck the corp onent you do not want to install  Howver, you
must instali the program (NCSNAP) and the ODBC Support for SQL

LR =L

Server for tha program to work ]

o
1
[



» The Setup program will copy files to yow computer

and set up necessary system files for the program
When it fi msb:S}ﬂL:,houId see the message:

{CSNAP Setup was compleied successfully.”

Click "OK.7 The installation of the NCSNAP program
is complete,

Depending on your operating systemn, you may see a
message confirming an addition to the system registry.
Answer “‘Yes” and then “OK” when vou sse the

g that the information has been added 1o the

LA P

H: Step 4: After the program is loadad and you retumn
to the installation menuy, press Step 4 "Close/Exit.
I: Restart your computer.  Usually you will be

instructed to restart vour computer. and this should
ooeur au@matlcaiiy atter a prompt. It it does not (i e
you are returned to the Installation dMenu withowt a
proipt 10 iestart the computer), press “Start,” " Snut
Down,™ select “Restart the computer?.” and “Yes.” Do
oot proceed without restarting your computer.

5€
e

~You Are Now Ready to Use the Program!--



{1.. Instructions for Database Coversheet

Once you have completed a NC-SNAP assessment you will
need to complete the Database Coversheet. This should onl
take you a few minutes. However, you must record all of this
informdation so that the data entry person can enler the NC-
SNAP profile into the computer. There is only one entry on
this form that is optional: Consumer Case # (this does not
apply to everybody). All other information must be
completed. |

Note that for the question “Are there sigmificant natural
supperts in piace?,” ‘significan!’ refers to natural supports that
if no longer available would still have io be provided. E.g¢ if
an individual lives at home with his or her parents, and the
parents became incapacitated, would new supports be a

necessity? 1If yes. circle “yes” on the coversheet. A reduced
copy of a completed covershest is included in this chapter
Note that this coversheet may be updated from time to time.

IR
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North Carolina
07 f}fecdf Assessment Profile

NC-SNAP)

Database Coversheei

.’.Q,,

WhHEN administering the NC-SMNAP. conp!r‘tﬂ all sections of this form  Pleass print
neatlyl When finished staple this form to thv NCSA 4P and then tum it in o vour

desienaied data-ent person.

individual's Name:  Miller, Tom Social Security No.: 235 S6-
Individual's Unique 1D No.: MILT030663 Individual's Case #: 487890
Examiner's Name: Aleck Maers  MNC-SNAP Centification No.t 99YKWi0
Arca Program: VGFW Is Area Program a provider of services? s
Countr: Granville Are there significant natural supports in place?  Yes

individual's Type of Residential Placement: [Chesk only on2)

Independent Living Croup Home:

Xy FamihMome DDA
__ Foster Home — CF {Spesiiv:
. Nursing/Rest Home ___ Suwm
___ Skilled Nursing Home . Rua
Supervised Living: e NOOA
__ EduCare o EduCare
__ RhAa . Osher
__ Gther{Specify; ) {Specih. _
Alternative Famih Livin : _ .. MRBD
. Medicsid ‘ - Other {Specibh: 2
__ Other ) Mental Rewrdation Centsr
_ Other Resid. Placement ____ Black Mountain Center
(Specify:, ) __ . Caswell Lenter
. Murdoch Center
__ O'Berm Center
e T e ©_0t Nesterw Cavolina Conjer
Current DD Systzm Support: {Check only one)
. This is firs contat
AN, Waiting B3t {nc services)
_ Waiting list {insufficient suppors)
. Justenitering s stem [supports startad)
__ Semvices est & ongoing: (mark all thatappla
. Cap —_TIBI
_ TANF I -1
_____ Sate . {her
__ Mediceid
4.7
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There are nine functions that are described in this chapter:

A, Initia] Set-up
8. Entering Newly Certified Examiners
C. Entering a New NC-SNAP Consumer

- D. Eantering an Additional Administration of the
NC-SNA4P for an Existing Consumer

Editing/Viewing Data

1t

Generating Reports

Instructor Class Preparation Report

)

Sending Data to the Data Managers

"

Other

T

A,  Initial Set-n

jw]

The first time you entgr the NCSNAP program, you wiil need to

enter the following information. Note: You will ouly do this the

first {ime.

Floays ariet joig Ageesy N and oifes procram soripastion data

2ok Savre vhan sy,

Agercy Mene  frudoch Ce ] F isSenie Proviix
Tata Fia Fath ]c\r—r:-..-xeﬂ

O Pagen Palh ferozrap

4.9




> Enter your Agency Name (you can select from the menu by
moving the cursor to the arrow symbol || and pressing the

¢

teft mouse button),

7 Indicate whether your agency is a service provider. ¢, does
the arsa program provide direct services in additicn to case
management? To indicate “Yes,” place the cursor over the
biank sguare and click the left mouse button.

> Enter the file path where you want the NC-SN4P softveare
and NC-SNAP database. A defoult path has been prm aa(’ ancd
we recommend that you use the defaull path provided. This
path can be changed but we recommend that you do not do
this nnless absolutely necessary,

Once you have entered this information, place the cursor over the
.{Save button and press the left mouse key

B. Entering Newly Certified Examiners

The names and certification riumbers of certified examiners need

-----

to be entered into the database before a NC-SN4P profile can be

enteied. You can do this by going to the Main Menu (Data
_""""*""_‘f

- firdder)_and pressing.the [{/ilities, button. Press the Exsminer

button when you see the following screen:




Treemzn b MHAI0CAS
Dot of Hasdh ard Human Services

Cosyright 1359

’ " o 4—:-_-,“:-. !‘:"T&fﬂ.

~ Enter in the Examiner’s Certification Number, Name, Phone
Number, and Date of Certification for each certified examine
as is shown in the next screen.

Carbﬁcaie Humba{ Namz | Phons lterﬁfy"ﬁa'teg
| ¥ |99SNAPO1] Aeck Myers  8139) 5757742 08189 §
L _|99SNAPT Rod Reglon  (@19) 5757313 (80149
o |99SMARDI Tom Thompson (819) 575-7913 (80149
H |99snarnd Miks Hennike  819) 5757742 (80179

| | BISHMCD1 Andy Wneafer \::13) 5727507 W0ABRS |

L L




Onf- ‘you have completed entering examiner information, pul

curser over the g button {this s in the upper right hany
section of your window) and press your left mouse Key 16 exit
this screen.

%43 ‘~f

Note: An examiner must be entered in this section first before you
can enter in a NC-SNAP completed by that examiner,

~Note: FEach Area Program musi enter this information jor their
cerfified examiners. Afler classes are completed, Instructors should
ensure that MRC Quirsach enters this information into s database.
and then forward on to each Arsa Program a list containing this
information for their certified examiners.

C. Entéring a New NC-SWAP Consumer

==+ To epter an individual's NC-SNAP data for the first time, press
theddd New Consumer] button at the Main Menu

R Ry g ke e L S




=

Once you eater the information, place the cursor over the

Using the NC-SN4P Database Coversheet and page one of the
NC-SNAP, complete the Consumer Data form on the computer

screen.  vou must enter all of the information before you are
linwed to proceed to the assessment data [the only exceptions
are “Case No." and “M.L" (middle initial) which are optional but
should be entered if available]. Use the drop down menus by
oressino the down ATTOW E'} to complete the Area Program,
County, Residential Placement, and DD Support information.

< r

. N ]
?Térlter Assessment button and press the left-mouss button. Yeu
should now see the Profile page:

&y RES Wﬂalabase: !-{ﬂeu.\'ﬁlﬁu:

S{ M Shu':t :

{
&
r

R P R e

TTY®mY YN
Y R YL

Of 4 LY By —

Daddy Living Scers] 3
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~

» To enter the assessment profile daia place the cuss
button in each column that corresponds with tha scOr1es
narked on the ¥C-SN4P page one Profile and press the left
mouse key.

~ You mus! enter the Examiner Code, Rr: lation, and Date of

Assessment. Indicate if the NC-SNAP vou are entering is a
re-administration (i.e., scheduled as pan. of the Loox-Beh;nd
Quality Assurance procedure--See Chapter 6). Once you
have dona this, put the cursor over the [S:.\P 2 Eniry] bution on

the bottom of the form and press the left mouse bution

# Ifat any time you make an error or simpily want o get out of

this screen wahout saving your work, put the cursor over th;
Cance] buttor and press the left mouse key

D. Entering an Additional Administration
of the ¥C-5VAP for an Existing Consumer

To enter new NC-SN4P data for an individoal who alre ady has

: : 1 ) b
data in the database, press the Add Asszssment bution at the
Main Menn
Add ;»\ssessmenﬂ button
> This enables vou 1o enter néw NUWSV 4P data (2 subseguent

assessment} without having to re-entzr all of the consumsr

information




Y/

First, select the appropriste record from the list of exisii
entries.  Note that this list can be sorted by selecting the
desired column and then pressing up-cr-down-amow button on
the toolbar to the right This makes finding the record much

355

easier.
> After se]"f‘tmg the appropriate record, press the “Enter
Assessment”™ bution

»~ Finally, enter the NC-SNAP profile information
2 that you will have to enter the examiner’s number
the profile information, go to "Edit/Visw Data”

.l.

~ After entering
(see be ow) to ensure that the (’ onsumer Data is stiil accurate
°Pd=~d if changes have occurred since the last

{revise as

ents y).

,....

“Editing/Viswing Data

To view existing consumer information and protfiles, or to edit
informatior, press the Edit/View Data button at the Main Menu,

Tn this section you will be able to view and/or edit consu
information or ¥C-SNAP profile data,

|

> Todo tn_s nress the [Edit/View Data buiton

~ You will see a list of consumers to choose Fom
2 5 4! - vl . (S P
> Select the person whose information sou wish {0 vigw ot edit,
Note that this list can be sorted by s\.iecting the desired

- el o e - - - - P
column and then DILssing up-0r- ~dOATI-AITOW QUTION on the
L TT\H-"E’\

t
Thar te Pha miob "o ke :
toolbar to the right. Thnis makss trd;rig the record much

fa
[




> Pressthe Konsumer Datd button.

7

7 You can make changes by simply entering in the corrections.

To view the NC-SN4P profile for this person. press the
| Assesstnents button. You should now see a list of all NC-SNAP
profiles saved for this person,

¥ Sslect the assessment date your wish to view or edit.

# Press the Es;ses:,ment Pron] button.

» Yo make Ha nges 0} imply entering in the corrections
#  Fress the Consumer Li éﬁ - Consumer Daia button

# Next press the [Main Me au button to return to the Main
< Menu

Note; These procedurgs can only be applied to revisions to
currént {inkransmitted) informitiof, After submission to the
daizbase server, NC-SNAP data can only be changed by ihe
NC-SNAP rﬁésearcizeg's {coniact Aleck M ers)

F, {(zenerating Reporis
—-------Ferretrisve aformation-on individuals-fom-youragsncy-entered———
into vour local database, go back to the Main Menu and select the
folder tab marked ﬁépon‘a You can retrizve a repoit on all of
sur data by guing (o the section oelect a Reporl.

1
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Consumer List: a or‘lpiet° listing of all persons entered

a complete listing of all consumeis by age
,2~6,7=15 16~ . )andtheir corresponding

County: a complete listing of consumers and theyr overall
scores by county

Overall Levels: a complete listing of all consumers and their

overall scores

“RemAdmin” a” listing of cases selected for NC=SNAP o=

adnums_tra.zon.
1“3 list that can be printed o facilitate
1cation numbers. (Sez Section ()

H} .

pe - > * 1 The . PR
DD Report: this 15 whers an area pre greua submits the data
they have snisred to the DD Sectien Data must
submittad monthlv. {See Saction H)




If you would like to specify certain criteria prior 1o generaling
your report, you may do so by entering the criteria in the Define
Data Range section. You can complete only one section o1 you
may complete any combination of sections to limit your report.
Below 15 a description of each section:

I Assess. Date: you can enter a start date and end date 1o limit
the number of records.

2. Age: you can specify apaﬁ*cula.r age range (0-1, 2.6, 7-13
le- )

3. County: aliows you to limit your report to a certain county of
responsibility

4, Examiner: allows you to limit your report to a specific
examiner ' '

5. Overall Levels: allows you to hmit your report 1o a spacific
level(s).

» Note: To clear criteria from the screen, press the f' efrest
buiton.

. G. Instrucior ?Class Paepar'atlan R#paxt

To print & pre-class listing g:f unusad certification numb“s on a

class sign-up sheet, seleet the “Instructor Class Preparation

Report Form™ Som the Main Menu  Afler students siga up on

this form, and sugcessfully pass the courss, vou may verbally tell

them their certification number and then enter their name and




H. Sending Data to the Data Managers

~ Note: Transmit data only once each day. Repeat same-day
transmissions are hard on the server. If for some reason a
transmission attempt fails, you can conlinue fo iry to send
daia the same day.

Note: If you attempt to send data via SOL or FTP but are
unable to for some reason, confinue irying that day.
However, if you are still unable 1o accomplish this by the
end of the day, save the data fo a diskette thuot can be
mailed in, [Once the atizimpt is made, your local compuier

Ay

will ireat the daig as sent and will not transmit the data the

next day. This should rarely be a problem, but the data
diskette will need to be mailed to Raleigh (s2¢ address

teic

belpw) for the server fo acquire the deta.]

After finishing the data entry, retwrn to the main menu. Select
the “Repori” tab. Under “Select a Report,” select "DD Report
Then select one of the thrée options in the “Define Reports”

aadow.

4.-19
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Note:  Always select “SQL” {uniess the option s
unavaijable),  This option allows data to be transmitted
dirently to the statewide server

If “SQL"” is not an option (i.e., your internet conneciion does
not pe*mu it), select “F7TP.7 This option will allow you to
send 2 data file to Raleigh, where it will be stored until a
staff member downloads it into the Statewide server.

Use the “Disk” option guly when neither the “SQL” nor the
“FTP” options are operational (e g., you have no internet
access), This option will download your data file to a ﬂom*v
disk, whizh vou must mail to Ralelgh at the end of eac

f“'*len'%r month (we recommend that you keep a bac&uo
diskette). The staff member in Raleigh will then download
the data file into the server. If you must use this option, mail

the diskette to :
' Vannia Cotti, DD Secmn

3006 Mail Service Cente
Raleigh, NC 2 /D?Q-JUUD

The SQL and FTP options both spzcify a URL. The URL is
the address where the data reports are sent. Do not change it
unléss vou réceive a notice from the central office In

‘R‘.lergh-..‘ e | o

Tas ail thasa apfiane iha Slagis O S 2 :

For all these options, the “login ID” is pesnapuser (all
= =

For the “massword” use nesnanif00 (all

sed, a4 coniirmanion

|
tovour records were

window wiil pop up to HO?.lf}’ you th ]
successfully rransferred

T Fag
Whichever meathod of data transfer is




1. Other

[ndividual's Unique ID No.s If unknown, this may be
cre_&t:’: d by listing the first three letters of the person’s las
name, then the person’s first initial, and then & six-digi
number representing the person’s birth date (2 digits for
monath, 2 digits for day, 2 digits for year). E.g., Tom Miller,
born March 6, 1963 = MILT030663. If maore than cne person
has an identical ID, the program will prompt the addition of a
letter at the end of the ID (e.g., MILT030863A for Tom's twin
sister Teri).

*
ot
‘t
L

- o

if you run inte p oblems, contact one of these persens

Aleck Myers  (919) 5 774"7 leck.myersi@ncmail.net
Aleck Myers )} 57 2 aleck.myersi@ncmail.ne
Rod Realon {919) 375-7913  rod.realon@nemail.net

For program teehnical support, contact:
H‘a_.n Di (919) 733-4460 . bandi@ncmailne

About Installation:

5 vstem Requirsmedts:

Microsoft Windows 95% or 8%, Pentium 200 MH or better CPU with 32

- MB of memory recommended. An internet conntection is needed for the

E program to send data to the ceniral databasz dicecily. 1f o0 doriot Have"

n internet connection, you will need to store your data cna 3 37 disketiz

flavl

.aud maii it in monthly.

Microsoft A0cess?7® is not required 1 run she NCSMAP program  Ths
Setup program .mt:”s an Access37® Runtims varsion program for
HCb’x’AP to operatz Hobwever, you can run NCSNAP dirsethy on

Firma \*arblr‘\n

Access97® withour using the Runtime version,




- File can beset on the * “Uiilisles’ Agency InFo screen ! within Lhe rogram.

Abhough the progiam and installation proczdurss have been tested
repeatedly on different computers, errors may stilf occur. The most tikely

cause of srrors in installation is that the DLL or .OCX files in your

stem are not compatible with the ones 1 used or copied to your
computar by the Se gtup program, {f an ertor shoutd ogcur during
installation, please write down the entire error niessage and ask your
system administrater for help. A very helpfitl source of information is the
Microsoft Support Knowledge Base on the Microsoft webpage at the
following location: hito://support.microsoft.com/support/kd.

Windows sy

MCSNAP contains thres .~'\ccf:us§"/"a database Tiles:

»  NCSNAPMDE - This is the main program file

a NCSNAP DATA MDB ~ This is the main user’s data file including
consumer, examiner, and assessment data.

»  NCSNAP_REF MDB - This file céfitains all reference data such as
arsa program codes, county codes, and so on. '

=

These filzs can be located on & local hard drive {2.g., .1} or on a network

drive znd shared. However, it 15 best 1o ioa4 the NCSHAPMDE filz on @

Ghve &1 H
local drive to reduce network taffic and improvz performansp [f mors
eram, the last two files

=il O
than one user end computer needs o atcess the p
Eocaticm of the data

can be copied to a network location and shared.

“ou can use long file names for the data file path.

cation for creating ‘EpG[T files to be sent &G

ds a fle io g

we in Raleigh. This location iz 32t on the “Utiliies —\jbnr:t.

vl "3 Fspott Path ” It can be the same as the daza fiie path
or b t locaiion. Howsver, due to the lmuta*lm ot Lmerﬂet
FT2 connsciion and the progran component used it NCSNAP, ihe file
pail cannol coniain spaces betwssn  words For sxampla, "My

i
SNAPReporis” will be

=

Decuments™ will not be accepiable but "My N

-
i
-4




Netwetking [ssuss:

he M SNAP pr gf‘-;m can be installed on 2 local area network (o be
mared among multiple

1 Install ali three components (DCOM9S — for Windows 95% onlby.
MDAC, and NCSNAP) on users’ computers. NCSNAP should be
installed o the Ch drive.

2 Copy NCSNAP DATA MDB and NCSNAP REFMDB fiom one
computer {0 2 nehwork location to be shared. Give all users necessary
rights to this area.

3 On sach user’s s,ompum', run NCSNAP. Select Utilities’Agancy Into.

Enter the nebwork location where the shared NCSNAP data files are
located in the Data Path box Restart the program.

Licensing Issues:

DCOMY3: This component is required by Microsof MDAC which is
requied by NCSNAP. DCOMYS extends the support for Distriouted
Compeneat Object Model (DCOM) for Microsoft Windows 93% Iis

ficensing agresment can be found on the Microst web site at:

eilielll

http/ f"-.v'-f»wmicrosofc.com’ com/deom/dcom95/eula asp

MDAC: Microsoft Dar Accm Componenis {ML?:"‘C} is required b
NCSNAP 10 transmit data t6 ths database server, Its licensing agreement
can be found on the bilowing site:

ht‘r:x f"ﬁm WAL ‘Tosoﬁ com /dataleulamdac2 i htm.

The NCSNAP program i5 created with Microsoft A ccessS7e. It can be run
[ or Access97® Runtime Microsoft Access97”

o im e A Vi tbed el . I v S R el
Runtime is 2 liraitad version of Access?7¥ which can be redistribuiad with
. - - . . A . - IR - P
an Agcassh7? oplication software product, Such as WOSN -\P

Lo
L

[E)
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Chapter 3
Other Systems and Responsibilities

The NC-SNAP will be administered for each individual in,

or on the waiting list for, the state’s Developmental

Disabilities Service Systam:

s When an individual enters the DD Servicé System

1 Annually

n Whenever thers is a significant change in the
individual’s need profile

Administration of the NC-SNAP: The job classification

primarily responsible for the administration of the NC-
SNAP is the Case Manager, These individuals are

typically familiar with persons served by the area

srograms’ DD sarvice system, whils also serving as an
advacate for the individual. Thete are situations, however,

where the person does not have an assigned case MAnNAZET.

In these casss it is most likely that a knowledgeable

QMRP/QDDP will need to administer the instrament. In

any evert, staff in the following categories must be trained

ard certified as examiners for the NC-SNAP:

" Casé Managsr (DD, Thomas S, *Responsible
Thﬁra;:iﬂf " etc.) ‘

2 {‘ase Manager Supervisor

" D Coordinater

g, ional DD Coordinator

i




1. Training R Saonsibﬂiti&s:
A Training the Trainers: The NC-SNAP Reasearchers

from Murdoch Center will train MRC Outreach and

Staff Development staff to teach and certify
examiners, and use the statewide database program
They will also provide the following:

 Training videotapss
* Exaininer’s Guides

= Instructor’s Manuals, including instructions for the
ciass and for data entry procedures

s Database Software for statewide data collection

L1

Sampling of trafiiing classes
s Sampling of area programs’, MRC  Staff
evelopment prograins’, MRC Outreach programs’
o  databass/record systems
= Databgse maintenance
= Regular reports and custom 1eports upen request

= Troubleshooting and quality assurancs

B The DD Section will be responsible for:

wemmeeeee e 8 Storage and dissemingtion of ¥C-SNAP forms, Data
Entry Worksheets, and Examiner Guides to MRCs
and area prograins

= Database program support

.
= Quality assurance
» Oversight of compliance, protocols, procedures

Ln
1)




i

. The MRC Staff Development Departments will train
all QMRPs at the MRC. They will also maintain the
MR certification databases

I3 The MRC Qutreach Departments will train all Case
Managers, DD  Coordinators, Single Portal
Coordinators, Regional Coordinators, and QDDPs In
their region. [Note: The Asea Program will be
responsible  for identifying those individuals
requiring training, and getting them registered and to
the training classes] They will also maintain the
Community certification database.  Additionally,
they will train at least ons person from each arsa
program to use the statewide database program.

E. The Area Program Director will identify those who
require training, register them for classes, and ensure
they attend. (This includes one person for database

o i)
program {raimnng. )

F.  Initial Timelines: Immediately bllowing certification,
Examiners should begin using ths NC-SN4P
Priorities for assessment:
= Persons entering the DD service system (ongoing,
~zifective immediately)
= DD Waiting List (should be completed by 3/31/00

for those currently receiving no services)

& 1 o . . 1 AT {yar oy A
= All others currently receiving s2rvices (prior to
annal planining meeting)

L
'
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Tl Materials Needed for Class

Examiners’ Class;
3 A sufficient supply of NC-SNAP forms

3

= A sufficient supply of Data Entry Coversheets

A sufficient supply of each Sample Case

B
History (#1, #2, and #3)
2 One Examiner's Guide for each student
u At least one Instructor s Manual
= The training video
v A good quality television and ¥ VR
s Optional: Pre-printed “Class Preparation Form

Report™
Data Entry Class:
# A suitable computer (laptop may be easiest)

For a group, a data projector may be helpful

ir

The NC-SNAP Statewide Database Program D

Instructions for the database progrard {Chapier 4)

u

IV, Other: For questions, comments, suggsstions, or

- problems, please contact one of the following NC-
~ ar e T Sj\}‘:ﬁq}‘, Rté‘ﬁsé-a"fl{fhéfs': - - - -—— - e i s i ————
Alsck Myers 819-575-7742
aleck. myersi@ncmail.net
Rod Realon 919-575-7913
rod reglon{@nemail nst

Tom Thompson $19-573-7913
T'. .
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last name, then the person’s first initial, and then a six-

4
an—r

Instractions for Database Coversheet: Once you have
completed a NC-SNAP assessment you w il need to
co*nplute the Database Coversheet. This should only
take vou a few minutes. However, pou must record gl
of this information so that the data eniry person can
enter the NC -SNAP profile info the computer. There
is only one ertzv on this form that is oplional:
Consumer Case # (this doss not apply to everybody).
All -Dt’aermfarmatmn nutst be completed.

Note that for the question “Are there significant nafural
supports in p'iace‘“ ¥ ‘significant’ refers tf.:\. natural
fe would stifl have to

supports that if no longer available w
be provided. E.g., if an individual lives at home with
his o1 her perents, and the parents becams
incapacitated, would new supperts be a necessity? If
ves, circle “ves” on the coversheet. A reducsd copy of
a completed covershest is included in this chapter,
Note that this coversheet may be updated from time to

iime,

Individual’s Unique ID No.: If unknown, this may b"e
created by listing the first three letters of the person

digit number representing the person’s birth date |
dh'-zi 101‘ mumh 2 dIO'I iox d;.»f 2 digiis for vear),

14y
N




North Carolina
Stipport Needs Assessment Profile

AT, AT A

(NC-ONAP)

Databass Coversheel

When administaring the ¥C-S¥4P, complete i szctions of this form. Please priat
neatlyl When finished, staple this form to the NC-SNAP and then furn &t {n to your
designated data-cnfy person.

Individual’s Name:  Miller, Tom Soctal Seeurity No.: 234-36-7390
Individual's Unique ID No.: MHE 7030663 Individual’'s Case #: 437890
Examiner's Name: Aleck Myers — NC-S¥4P Certification No.: 99YKS910
Area Program: VGFW Is Area Program a provider of services?  Yes
County: Granviile Are there significant natural supports in place?
Individnai’s Type of Residentia) Placameant: {Check onlv ong)

Group Home:

- Independent Living _
XX Famiiy Home . ___bpa
. Foster Homs ) - ICF¥ (Specifi:
___ Nursing/Rest Home © o Stare
— .. Skifled Nursing Home .. RHA
Supervised Living: ' . ¥0Ca

. Edulars . Fduflare

___ Rha . o Oter

(Specifyn ]

. Other(Speciti )
Altemative Family Living: .. MRED
. Medieaid . Other (Specif
. Dthar Mantal Remrdarfon Center:
_.. Ouner Resid. Placement . ____ Black Mountain Center
‘ v —_— Caswell Canter
___ priurdoch Center
. O’Befry Centzr
__ WestarnCaroling Center

Current DD System Support: (Check only onz)

. Thiz is first contact

X Waiting list {no sarvices)

Waiting list (insufficiznc supparts)
Just antering systzm {supports started)

___ Seevices est & cngoing: (mark all that apph x
___Cap TRy
. TANF __. Bt
e State — . Other

T Madicaid

try
[
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Chapter 6
“1 .00k Behiﬂd” Quahiy ASSUTance

4

Occasionally, Certified Examiners will be asked to re-

administer an NC-SNAP for an individeal who was recently

assessed by another examiner This is part of the quality
assurance process in place to monitor the NC-SN4P. Although
some of the same records and sources will be used in both
administrations, the re-administration should be approached
openly without regard to pxwmu; $C01SS,

L Re-Administration Responsibilities

A, NC-SNAP Researchers will identify individuals
from the database for r=-administration

+

S*’SI the

""‘I
#H

hinel
\__

B. The community area prograr will 3

NC.SNAP for:
1. Five percent of the MRC residents

Five percent of the conununity-bassd

individuals whose previous NC-SNAP was
administered by a certified examiner who is
involved in the provision of services.

C, MRC Ontreach st aﬁ will ;.;hn gr the NC.SNAP




D The NC.SMAP Researchers will re-administer
appr :)\_,m:ltel_} one percent of all NC-SN4P

assessments statewida,

I Re-administration procedures: The responsible party
(i.e., area program o1 MRC Outreach program) will be
conta CtuL by the ¥C-SNAP authors.

. Monthly, the MRC Outreach Director will be
provided a list of individuals for whom the NC-
SNAP should be re-administersd. The Cutreach
Diractor will deleaate thess to ceriified outreach

xaminers. Once assigned, the Lﬂbpﬁﬂﬂibl“ person
should contact the comm;.mtu area program case
mandger (who completed the first NC-SN4P) to
determine who would be the best person to contact
for an independent- re-administration. Prefered
contacis are (in order of preference):

1. Individual, parent, guardian
2. MNon-employes of agency ( rogram  of
MRC) that conductzd the vmu NC-SNAP
LT {for  example, contract pmfws;zunal, day
program employee, efc ) -
Ot ‘agency that eonductad the

L
t“'l4
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Monthly, the Area Program DD Coordinator will be
pm‘wdeu a list of puo_ple for whom the NC-SNAP
should be re-administered. The DD Coordinator
will then contact the QMRP or providet (QDDP)
who administered the fugt NC-SVAP to dete:mﬁe
who would be the best person to contact for an
independent re-administiation. Preferred contacts
are the same as noted above,

Guidelines for readministering an NC-SNAP by
phone: The following steps are provided as Uenef'al
instructions on how to conduct a phone intervisw to
o lplu.-t\. an NC-SNAP Ieﬂdrmmstrauon The
examiner should feel free to use his or her “own
tyle” of conversation.

C"J

l

1. When calling the. contact person } pi n 1o
interview, begin by infroducing yourself a
certifisd NC-SM&P examiner, and b Ieparec.
to.offer your certification numbst an-d explain
the purpose of the MC-SNVAP, Explain vour
role in the process and where you work., Refer
to the examiner who recently administered the
NC-SNAP (you ve probably recently talked to
this examiner in order to get the contact
person’s name and number; hopefully that
sxaminer also called the coutact person to tell
them vou would call),

2. If the confact person eX xpresses reluctance to
participate, don't press the issue, Thank them
for their time and re-contact the original
examiner to identify another contact,

o,
s




-

3 in obtaining information needsd te
& NC-SNAP it is usually ’De to

aﬂl:mg general ques.JOns, saving specific
questions for later if some areas aren't
answered Do not read the items fr ym the NC-
SNAP and ask the contact persen to make a
choice. Instead, ask for general information

complete
begin by

such as;
“Tellme about how ___ cares for him/herself”
“Does ____require someone to help care for him/her?”
“What kind of health services doss __need?’
“Does ___. _ have any behavior concerns?”

After obtaining general information, ask more
specific questions about unanswered items,

N such as:
o o “D aes . require nighttime supeivision?”
“Can stw by Rimfherself? f"

Lyt 4]

“If s0, when and for how fong?
“How many times inthe pastyeardid _____ nesd to
visit a physician?”
“How ofien dees someons ﬁeed forepelr of meintain
__’s wheelchalr ¥’

Continue to ask increasingly specific questions
- until you have all of the information needed to
complete the NC-SN4AP. If you cannot obtain
sulticient informstion 10 score a particular
item, ask the conmtact person how you may
acquire the mformation  If necessary, te-

sontact the original examiner to seek further

Dou't forget to thank the contact person!

e e et bt —— s 14




Chapter 7

nd Validity of the NC-SNALP

15

Reliability 2

'&.".ﬁ

During its Le»’elopmenr the NC-SNAP was field-tested on two
separate occasions In 1997, an earlier version of the NC-SN4P
was compared to two other assessment instrumnents to determing
which of the three most accurately assessed level of intensity of
need for North Carolina’s citizens with developmental
disabilities, In 1998, after being selected as MNoith Carolina’s
most probable choice, the NC-SNAP underwent revision to
maximize its effectiveness. Following this revision, the N(-
SNAP was examined in a fina I field test in 1999 to ensurs that
its 12 lcﬁuht} and validity were sufficient to be counfidentiy used
as & statewide assessment I.DOL

This chapter presents a brief overview of the dssign and
paitlﬂwﬂi data gathered from these field tests. A more exten nsive
gxiensive

report 15 in preparation for publication. Additionally,
data will be collected as the NC-SNAP is meiemente
qm*“wida As updated reports become available, this chapter

-

may be exy dpd

1997 Field Test

Design |

| m Dzder to test if an assessment instrument could predict the
i _‘uz""s of support need, the authors selected .

smrently 1aceived good or ideal supports, We

categorized the Ee 2] of support intensity those participants
i meat instruments, 1f accurate, should predict
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the level of supports being received by the participants.
Therefors, the process had thres steps:

1. Find individuals with developmental disabilities who
were well served

Determine the participating individual’s curtent
support array level

| S

3. Administer the three assessment instruments
1. Find individuals who weres well served

Five area programs agresd to participate. In all, 2,332
persons recuvm* services and supports were identified. 1
order to determine whether each individual was weﬂ
served, a five-point survey was administered to the
individual (or guardian), his or her case rnanager, and his
o1 her service provlder An individual was identified for
-zaartici-patian en all thies sources agreed he or she was
receiving eiiher good (better than adequate) or ideal

services, Of the 2,332 people, 359 or 24 peicent werz
identified as parmlpant .

2. Dstermine the participating per"aan’s current
T support.array leve

Next, cass imanagers were asked to identify the support
atrtay received by each person for whom they had
Té\pﬂt‘S!"‘ih’h To do this, both residential and other types
of supports were described, Using this information, each
pariicipant was independently assigned to ons of five

support array levels,

|
[
2}




Three independent raters achieved an agreement level of
98% with regard to the assigned IEVEI:

3. Administer the three assessment instruments

Training sessions were conducted in each area program and
at thres mental retardation centers. During these sessions,
case managers {or  Qualified Mental Retardation
Professionals) were trained to complete the instruments for
participants on their caseload. As an additional control
procedure, an author or a research assistant interviewed a
econd person familiar with the participant to complete an
inter-rater reliability assessment.

Hesulis

- n}"r;D

A. Research Question 1: How well does the ¥C-SNAP predict
current “good” or “ideal” support arrays? :

1. Pe erc ent Exact Match (between assessment result an
assigned support array):
NO-SNAP: 30.4

2 Percent Mateh Within One Level

NC-SNAP: 68.7

B. Research Quesnon’) What is the inter-rater reliability of the
NC-SNAP?

1. Percent Exact Maich Inter-rater Agresment

NC-SNAP: 70,7

g T F Tt [ ol =R R PIEe Fialiien (M T ognsd
2, Percent Inter-rater Agreement Within Cns Level

NC-SNAP: 58.3

\..
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1. Mean duration of the NC-SN4P: 15 minutes
{rangs: 2 - 43)

2, NC-SNAP performed best with individuals with high
needs,

NC-SNAP tended to overastimate need.

1999 Fi-e!d Test

Deasign

Following the first field test, the NC-SNAP was judged to be
approximately equal across all variables, in effectivensss to the
next best alternative instrument. At that time, the authors of the
WNC-SNAP were asked by Noith Carolina’s Pvuloymenkdl
Disability Policy Advisoly Work (‘ru-w to conduct a
- comprehensive analysis of the instrument, using the ﬁeld te
data, with the goal.of maximizing the validity and 1 enabiliiy of
the NC-SNAP through careful revision In brief the NC-SNAP
was modified by identifying items associated with erors in
predictive validity, and then eliminating or modifying those
:-items to enhance accuracy.

:}

Following this analysis, the re-tooled NC-SN4P was field tested
in one arsa program, using a stratified sample (N = 100). The
desien of this second figld test was almost idsnticat to the 1997
field test, with the exception that an additional analysis was

condusted o identif ify
clatemﬂmtion. Results were analyzed ‘Wf: cn both

original assignsd suppert array and on

errors  in support array  [evel
i

ol
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amay. That is, the support El.[Ia'y was corrected if additiona
information was obtained indicating that the original support
array had been determined using incomplete or erroneous
information, or if a change in thu mdividuai’s status had
occurred since the support array was originally determined.
Resuits

1. Research Ouestion 1; How well does the NC-SNAP
predict current “good” or “ideal” support arrays?

a. Percent Exact Match for original {no corrections)
suppott array: 70.0

|

reent Exact Match when support array corrected
for known errors: 92,5

o
S
)

garch Question 2: How well does the NC-SNAP
" "pﬁze ict curient * efooc’ or “ideal” support arrays at each
evel (1 10 3)7

-2
)
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Percent Accuracy by Level
L&vel Original L!Jnca: rected) Corvectzd for Kaown
. Support f—_ﬂia\?_ Support Array Errors
1 _ 46.2 A _ 769
2 33:3 91,7
3 76.2 90.5
4 85.7 §5.2
3 52.3 fud

3. Rebea*w Qu\,st;on 3: How we

11 does the NC-SNAP
17

p redict cwrent “good” or “ideal” support amays for
* - infants and children? -
Percent Accuracy for Childrea .
Age Range Corrected for Known Support
Arcay Errofs
cmeeeesTEdAges - oo =2 years 100
Ages 2.01 - 6 years 169
Ages 6.01 — 18 vears 100 : .
100 (Correcizd)
Children Overall R
 (Uncorracieds




Answers to Frequently-Asked Questions

General Information about the NC-SNAP
» Howwas the NC—S NAP developed?

The NC-SNAP was developed through a 2-/2 year 18 seaich

project w:fh the aim of developing an easy-to-use, reliable and
valid asssssment tool. This was accomplis }e: 'E‘H_ough an
extensive wmpara‘tive field test.

> How was the NC-SNAP validated?

The NC- SNAP wis validated by detérmining its predictive
qualities in an extensive fisld t~., st. The N{-SNAP was
administered to hundreds of persons who weie receiving good
to ideal services with support amays that ranged fom low
(Level 15 to high (Level 5). The NC-SNAP predicted the level
of need o1 support array a high percentage of the time.

How reliablz is the NC-SNAP?

Imter-rater reliability of the NC-SNAP was very good and
comparsd favorably with standardized assessment instru-
meats




as part of the process to identify needs for support and as an

initial step in the development of a support plan,

» Wil NC-SNAP results be used to determine what services
are delivered fo a clieni?

No, The NC-SNAP does not specify services. It identifies
needs, which can be met through a variety of services.
Therefore, services will be neither added nor taken away
solely on the basis of a NC-SNAP scors,

> Should the NC-SNAP be readministered each time ihe
fndividual obtains a new or differeni service?

No. Again, the NC-SNAP doss not specify services. I
identifies needs, -which can be met through a variety of
SerTvices.

¥ When shoud the NCENAP be readministered?

The NC-SNAP should be readministered at least annually or
zneyvat there is a significant change in the individual’s need
profiie (e.g , the individual suffers a debilitating stroke)

£
i
i
[y}
7

Will funding be tied to the NC-SNAP? If so, will funding
be tied to individual budgets or will an Area Program De
given funding to develop aggregate budgels?

1§
ey,

The NC-SNAP is not tied to funding on either an individual or
basizs The tssuz of whether to do so and how to do




> Must @ case manager be a ODDP io become ar
examingr?

Not necessarily, aithough this will usually be the case  Thers
is no strict educational requirement to complete the NC-
SNAP.

> Do people iiving in DDA homes need o NC-SNAP?

Yes. All persons with a diagnosis of developmental
disabilities who are currently served under the North Carolina
DD Service System (or on the waiting list for services) should
have a NC-SNAP completed for them,

> What about children in early infervention programs who
do not have g formal diagnosis of developmental
disability?

In the absence of a formal diagnosis of developmental
disability, children will receive a NC-SNAP only if there has
besn an application made on thelr behalf for CAP funding,
they ate receiving CAP funding, or they are receiving
residential supports specifically designed for persons with
developmental disabilities.

> If an individual has no assigned case manager, who will

be responsible for administering the NC-SNAP?

The Area Program Dirscior, or designes, is responsible for the
identification of appropriate persons to assume  this

responsibility.




> Will everyone on the DD Waiting List have a NC-SNAP
adpunistered?

Y Those currently 1ece] ng no services will have a NC-
51 !AP completed by i\.'{a 7 31, 2000. Those currently receiving
services (ie., but.awaumcr additional services) should have a
NC-SNAP administered prior io their annnal planning meeting
{ie , IEP, PCC, IPP, etc.)

> If an individual Is not receiving supporis or services and
has no case manager, who should serve as the examiner?

-

Unless the individeal is on ﬂ'e DD Waiting List, the NC-
SNAP will not be administered to individuals not receivi
supports or services from the North Carolina Service System

¥ Wil exawiners be issued a certificate cazd apd
certification number after successfully completing the
fraining?

Yes. They should recefve their certification number at the

completion of the Irammg After the training, a laminatad

certification card will be sent to them. It looks pratty cooll

Lo WYhat if someone fails the .z‘m_z‘,f;izz_g ?

be certified, students mu:f meet the certification

In order to

~r b £ o -1 -
criteria. If sameoné can not successfully meet these criteria,
he o1 she should 1epeat the training.




e

> Wl I need 1o be recertified as an examiner if I move 1o
another part of the state?

No. You may continue to uss your original NC-SNAP

BExaminer number anywhere in North Carolina, Also, thers is

no plan to require recertification of examiners.

> P’ oa cerfified examiner, May I show my assistani jiow
to administer the NC-SNAP and let her use my number?

No.  Only certified instructors may train and - certify
EXAMINATS.

> How can I become an instrucior?

>

At this time, only Outreach and Staff Development staff fiom
the Mental Retardation Centers can be irained fo become
instrucfors.  They must be certified by the NC-SNAP
researchers

%

4

Will the NC-SNAP replace any other forms?

Hopefully, yes. It is anticipated that the LOE and MR2 will
be replaced. However, these forms should continue to be used
_until notification is received from the DD Section.

> Can I make copies of the NC.SNAP?

No. The NC-SNAP and all related materials (12, database
software, instructional video, Instructor’s Manual, Examiner’s
Guide) are copyrighted. However, these materials ars
available fise of charge when ussd by the state of North
Carolina in accordance io policy. Pleass contact one of tha
NC-SNAP zuthors if vou need further clarification,

o]
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> Where will the NC-SNAP be siored?

Store the completed NC-SNAP in the individual’s permanent
record, in a centralized records location, or wherevear official
eligibility records are maintained.

> Should { use a pencil or pen (blueg or black ink) when 1
Jill it the NO-SNAP?

We recommend using a pen. Black ink is sometimes preferted
or even required

¥ Where do we get blank jorms when our Supply runs low?

Fach of the MRCs have an established procedure to distribute
NC- SNAP forms and related materials. Contact your regional
\fiRL for further information When the regional MRC’s

suppliss run low, they should™ notify the DD Sccuon it
Raleigh.

x

> Will a registration fee be ch ed Jfor the E
T mmmG?

xaminer’s

No. The Mental Retardation Centers” Outreach Departments

.do not chargs regisiration for required training.

SO
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Specifics about the NC-SNAP |

been reviewed by the Single Portal Coordinater, How do
1 know if this has occurred?

% Seciton I of the NC-SNAP asks whether the case has

The short answer is that if you don’t know, answer “No.”
However, if any member of the InterAgency Council has
reviewed the case, answer “yes” and write in thelr name.

B Sometimes a person lives in one coundy bul Is from
another county. Which county should be liste {1’- on the
,’}

Data Cover Sheet (and entered into the database):
Enter the name of the “r‘esponsible” county {ie, the county
wiz‘b forma] tesponsibility for the individual).

=2 Hf‘»'f Ire r}:f “oumulative soor .as"’ ase&’?

“ 2

The uumulatwc donun SCOTES and the cumulative raw scorss
are calculated for résearch purposes only at this time

> in the “Allied Health Profﬁ.szszbra?” colymn of the
) “Hedlth Care Supports” domain, the options are ‘less

< tharweekly’ or ‘weekly or more.” Does less than weekly -
mean the individunl sees the professional less often (2.4,
once g month)?

L]
i
i

Yes For some Teasa“, this hags b2en cc:_;lfus g o soms
examiners. Whan
the warding to ‘less ¢

more often’

~1




¥ How 5}2{3;&1{.’ an examniner scere an ifewn when there is
conflicling information?

Ultimately, the éxaminer should score the iiemn based on his or
her own judgment after reviewing all available information. If
two sources disagree, the examiner should seek additional
information (e.g, from other persons or evaluations, direct
observation) to make an accurate decision.

> Instructions for the NC-SNAP state that the examiner
should assess the individual’s ‘need’ as opposed fo the
services currently delivered. However, the “physician’s
services” column undzr  “Health Carz Supporis”
Suggests that the examiner should average the number of
physician visits during the previous year. Is this a

Con :mrf_z ciion?

Not rzally, although we can see why this might seem unclear.
When gauging the intensity of nesd associated with an
individual’s chronic health care need it is helpful to assess the |
fiequency of reuired physician intervention.  If, however, the
examiner feels that the previous year’s average does not
accuratzsly reflect i:he individual's most current nesds {e.g., dus
: ant change in medical status), the score
~these: most current - needs: should be -

marked

> Ijosz: “'Egzm:av:g}.z Supporis” refer to the purchase of
#quinment?

Mo, Score this mem ovased on the amoun‘. of support that is

required to maintain or service an individual’s equipment.

1 . M| 1 ; Ty
ne sgquipment :‘.F}-’C;Li!d not be considered. For
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instance, some cormmunication devices are very cosiiy to
purchass. Ifthe individual does not require frequant (ie, les
oflen than once per month) support to maintain th equlymu
scote Level 1.

f_

» What is the “Pre-printed Class Preparation Form
Report?”

This 15 & form that can be printed prior to an Eva“niner’s

Training Class. It can be found in the NC-SNAP Databas

Program, in the “Reports” folder. This can be very useful i m

organizing the class roster and assigning examinsr numbers,

¥ How is the NC-SNAP to be used as part of a personal
plan for support?
Page 4 of the NC-SNAP can be used as a workshest for the

development of a personal support plan.

Why doesn’t the NCSNAP inciudz a cafegory
specifically for vocaiion (or communication)?

7

Remember that th\, NC-SNAP is designed to ﬁmrtiouliy"

53 an individual’s level of intensity of need. Sompe areas

AIIEST
uch as vocation and communication, while extiemely

1mporta'1t aspects of an individual’s. life, do not easily fit into

need levels. During our field testing of the NC-SNAP we

found that including a category for vocational support heeds
actually hurt the "JI‘ii'diC\.i“'E validity of the instrumeni. We

specuia*:, that this is because of the wide range of supports

- ! -p- 1
gedad at all [2yvals.




{nestions about the statewide database

he

Ty
g

" ‘
tHons gre needed fo use

a_ » Bhat computer specificat
database program?

The program is written in Microsoft dccess, Installation is
done via a CD. Therefore, the computer must have a CD-
Diive and Microsoft Windows 95 or 98  However, the
computer does not require Access 1tself Fmallv theie are
three ways to download data to the statewide server. The-
preferzed method s throngh SQL download, dirscti}f to the
server via the internat. Another option is through an FTP file
transfer. The final option, for th()oﬂ who do not have inteinet
access, is to store the data on a diskette, and mail it o Ralewh

> Is the daiabase program compatidle rvw’z the Single
Portal (Waiting List) prograii?

~ The NC-SNAP database program was written for ease of use
" and is ‘compatible’ with both the Single Portal program and

the Centralized Data Warchouse, However, this does not
mean that they ars the same. It is hoped that these will
eventually be merged to eliminate or reduce the necessary cata

- ...@.1&1_5{.I;\gyl-l_ﬂd?-_@?:}i-.. L |

yr.e. I,

> Is there a plan in place to modify the Data Eniry

{Coversheet?

b
-t

Im,. more information m the n

ag c
v o A O S S "\ fe
future, Alse, a redssign of the form is planned to facilitate
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Cabinet for Health and Family Services
Department for Medicaid Services

MAP-620
(rev. 6/07) Page 1
APPLICATION FOR SCL WAIVER AND ICF/MR SERVICES
Read attached instruction sheet before completing this application
Section 1 Sex: M [Jor F []
Name
First Middle Last
Social Security Number Medical Assistance Number
Date of Birth: Phone #: ( )
month day year
Present Address
Street
City County State Zip Code
Section 2
Legal Representative/Guardian
Address
City County State Zip Code
Phone Relationship to Applicant
(Ex: mother, father, friend)
Legal Rep./Guardian’s Signature Date
Case Management Provider Name Section 3
and Address
Name
Address
City County State Zip Code Phone Number
Section 4
_%_



Cabinet for Health and Family Services
Department for Medicaid Services
MAP-620
rev. 6/07) Page 2

DSM Diagnosis:
Axis | (Mental Health):
Axis Il (Mental Retardation/Developmental Disability) :
Axis Il (Physical Health):
Age Disability Identified:

[0 SCL Waiver
Physician/SCL MRP Signature Date
0 ICF/MR
CMHC MR/DD Director Signature Date
Section 5
Applicant's Signature Date

PLEASE TELL US ABOUT THE APPLICANT BY CHECKING ONE BOX UNDER EACH HEADING.

6. MOBILITY 7. COMMUNICATION
[] Walks independently [] Speaks and can be understood
1 Walks with supportive devices [ ] Speaks and is difficult to understand
1 Walks unaided with difficulty [] Uses gestures
[] Uses wheelchair operated by self ] Uses sign language
[l Uses wheelchair & needs help [ ] Uses communication board or device
] No mobility [ ] Does not communicate

Comments: Comments:

8. HOW MUCH TIME IS REQUIRED FOR ASSURING SAFETY?

Requires less than 8 hours per day on average

Requires 9-16 hours daily on average

Requires 24 hours (does not require awake person overnight)

Requires 24 hours with awake person overnight

Extreme Need: Requires 24 hours, awake person trained to meet individual's particular needs; continuous monitoring

I I

COMMENTS:

9. HOW MUCH ASSISTANCE IS NEEDED FOR DAILY LIVING TASKS? (Choose only ONE box)

[l No assistance needed in most self-help and daily living areas, and

Minimal assistance (use of verbal prompts or gestures as reminders) needed in some self-help and daily living
areas, and

Minimal to complex assistance needed to complete complex skills such as financial planning and health planning.




Cabinet for Health and Family Services
Department for Medicaid Services

MAP-620
(rev. 6/07)

Page 3

[

No assistance in some self-help, daily living areas, and
Minimal assistance for many skills, and
Complete assistance (caregiver completes all parts of task) needed in some basic skills and all complex skills.

[] Partial (use of hands on guidance for part of task) to complete assistance needed in most areas of self-help,
daily living, and decision making, and
Cannot complete complex skills.
[l Partial to complete assistance is needed in all areas of self-help, daily living, decision making, and complex skills
[ Extreme Need: Alltasks must be done for the individual, with no participation from the individual

10. HOW OFTEN ARE DOCTOR VISITS NEEDED?

] For routine health care only / once per year

] 2-4times per year for consultation or treatment for chronic health care need

[] More than 4 times per year for consultation or treatment

[] Extreme Need: Chronic medical condition requires immediate availability and frequent monitoring
COMMENTS:

11. HOW OFTEN ARE NURSING SERVICES NEEDED?

(I

Not at all

For routine health care only

1-3 times per month

Weekly

Daily

Extreme Need: Several times daily or continuous availability

COMMENTS:

12. ARE THERE BEHAVIORAL PROBLEMS?  Yes [] No []

IF YES-PLEASE CHECK ALL THAT APPLY.

(I

Self Injury

Aggressive towards others

Inappropriate sexual behavior

Property destruction

Life threatening (threat of death or severe injury to self or others)
Takes prescribed medications for behavior control




Cabinet for Health and Family Services
Department for Medicaid Services
MAP-620
(rev. 6/07) Page 4

PLEASE CHECK ONE ANSWER UNDER EACH QUESTION, UNLESS OTHERWISE INDICATED.

13. WHERE IS THE INDIVIDUAL CURRENTLY LIVING?

[] Living with family/relative [] Living in own home or apartment [] Foster Care
[ ] Group home or personal care home [l Nursing home [] Psychiatric Facility
[l ICF/MR (Intermediate Care Facility) ] Living with a friend [] Other

[

4. DOES THE INDIVIDUAL CURRENTLY RECEIVE ANY OF THE FOLLOWING SERVICES? (CHECK ALL THAT
APPLY)

Speech Therapy Other

Physical Therapy

[] Supported Living [ 1 Medicaid EPSDT (if under 21)

[] Medicaid Acquired Brain Injury [l Medicaid Home & Community Based Waiver
[] Supported Employment [ ] Mental Health Counseling or Medication for
[ ] Home Health a mental health condition

[ ] Other Medicaid Services ] Inhome Support

[ ] Day Program [] Residential

[] School [] Respite

] Behavior Support [l Occupational Therapy

[] Transportation [l Case Management

L] L]

]

=
o

WHAT SERVICES ARE NEEDED NOW OR IN THE FUTURE?

Speech Therapy
Physical Therapy

Case Management
Supported Employment

[ ] Day Program [ ] In home Support

[] School [] Residential

[] Respite [ ] Behavior Support

[] Transportation [l Occupational Therapy
L] L]

L] L]

=
(o))

. THE FOLLOWING ARE 5 CHOICES FOR FUTURE LIVING ARRANGEMENTS. WHERE WOULD THE APPLICANT
PREFER TO LIVE IN THE FUTURE? CHOOSE ONLY ONE (1):

At home with a family member with someone to come in and help
In the person's own home with minimal supports

In a 24 hour staffed residence in the community

In a 24 hour supervised family home in the community

Ina 24 hour staffed group home in the community

In an ICF/MR

D

=Y
~

. WHO IS THE PRIMARY CAREGIVER? (If staff, do not answer questions 18 & 19.)

Mother ] Father [] Grandmother ] Grandfather ] Aunt ] Uncle [] Staff
Sister [] Brother [] Friend [] Neighbor []Other: Who?

LI

(SN
(o]

. WHAT IS THE AGE OF THE PRIMARY CAREGIVER?

[] Less than 30 years old [] 31-50yearsold [] 51-60 years old [] 61-70 years old
[] 71-80 years old [ [ ] Over 80 years old

19. THE PRIMARY CAREGIVER'S HEALTH STATUS COULD BE CLASSIFIED AS:
[ ] Poor [ ] Stable [] Good [l Very Good



MAP-620
(rev. 6/07)

Comments:

Cabinet for Health and Family Services
Department for Medicaid Services

Person Completing Application:

Additional Comments:

Print Name

Relationship to Individual (if not individual)

Phone Number

Signature

Date

Mail to:
The Division of Mental Retardation
100 Fair Oaks Lane, 4W-C
Frankfort, Kentucky 40621

Page 5



SCL APPLICATION INSTRUCTIONS

Read these Instructions before completing the enclosed application

* DO NOT LEAVE BLANK OR YOUR APPLICATION WILL
BE RETURNED TO YOU AS INCOMPLETE

Section 1

*Name- Please print first, middle and last name of applicant legibly
*Sex- Check M for male and F for female
*8S#- Should only have 9 numbers
*Medical Assistance #- This is the # on your MEDICAID card
*DOB- example: 08/18/1966

Phone #- Always include area code. 1f no phone, please indicate this
*Present Address- Please print legibly.

Section 2

Complete this section only if you are the LEGAL representative or guardian
If applicant is a minor there must be a legal guardian

If you complete this section you MUST sign your name in this section

Section 3

Complete this section if you currently have a case manager . This is someone
who coordinates services. This could be a person or an agency such as the
local comprehensive care center in your area. If you do not have a case
manager leave blank.

over




Section 4

*This section MUST be completely filled out and signed by a Physician or a
SCL MRP (mental retardation professional).

If applying for placement on the SCL waiting list, you must attach
supporting documentation for the MR/DD diagnosis, this may be a
psychological, report of school testing or any other reports that verify the
diagnosis listed.

CMHC MR/DD Director Signature is NOT required unless you are
applying for ICE/MR (facility) placement.

If applying for ICF/MR placement you must attach a copy of applicant’s
current Individual Support Plan, current Psychological, social history, crisis
plan, behavior support plan, a current needs assessment, and minutes from
the team meeting with a recommendation for ICF/MR admission. A MR/DD
director’s signature indicates that all community options have been
exhausted and an ICF/MR is the least restrictive placement available.

* Axis I (if there is no diagnosis put “none”

* Axis II (if there is no diagnosis put “none”)
* Axis II1 (if there is no diagnosis put “none”
* Axis IV (if there is no diagnosis put “none”)

* Age disability identified-this is the age the applicant was diagnosed with
mental retardation or a developmental disability (Ex: birth, 1 yr old, etc.)
Mental Retardation must be present prior to age 18; Developmental
Disabilities must be present prior to age 22,

Section 5

Applicant MUST sign this section if he/she does NOT have a legal guardian

If unable to sign, a mark or “X” is acceptable

*Questions 6,7,8,9,10,11,13, 16
Please check only ONE box that best describes the applicant




Person completing Application
*Name of person completing this form
What is your relationship to the applicant?
Phone # of person completing this form
Signature and Date




Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

MEDICAID WAIVER ASSESSMENT

Name (last, first, middle) Date of birth (mo., day, yr.) Medicaid number
[
Street address County code | Sex (check one) | Marital status (check one)
[ IMale [IDivorced [_|Married []Separated
[ JFemale [ISingle [ ]Widowed
City, state and zip code Emergency contact (name) Emergency contact (phone #)
C ) -
Member phone number Is member able to read and Member’s height
( ) - write [ ]Yes [ ]No Member’s weight
Type of program applied for (check one) Adjudicated [ ] /Nonadjudicated [ |
] Home and Community Based Waiver [_] Model Waiver II Type of application (check one)

] Acquired Brain Injury Waiver
[] Supports for Community Living Waiver
[] Consumer Directed Option [ ] Blended

] Certification [_] Re-certification [_] Re-application

Member admitted from (check one) Certification period (enter dates below)
[ |Home [_]Hospital [_|Nursing facility [] ICF/MR/DD Begindate / / Enddate / /
[other Certification number:
Has member’s freedom of choice been explained and Has member been informed of the process to make
verified by a signature on the MAP 350 Form [Jyes[JNo | a complaint [JYes [ INo (see instructions)
Physician’s name Physician’s license number Physician’s phone number
(enter 5 digit #) ( ) -

Enter member’s primary diagnosis: HCB (ICD-9 code); SCL (DSM code); ABI (ICD-9 and/or DSM)
Enter all diagnoses including DSM or ICD-9 codes: Is the member diagnosed with one of the following?
AXIS I: (mental iliness) [] Mental Retardation/ 1Q= (Date-of-onset  / / )
AXIS II: (MR/DD) [] Developmental Disability ~ (Date-of-onset  / / )

. ] Mental lliness (Date-of-onset  / / )

AXIS I11: (Medical)

] Brain Injury

Cause of Brain Injury:

Date of Brain Injury: /[ [/
Rancho Scale

SECTION Il - ASSESSMENT PROVIDER INFORMATION

Assessment/Reassessment provider Provider number Provider phone number
name: ( ) -
Street address City, state and zip code

Provider contact person

\FQ‘—/‘%—\\
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number

*For SCL and ABI waivers only *add additional pages as needed
Community Inclusion (what do you like to do or where would you like to go in the community, where do you go for
recreation, do you not get to go somewhere that you would like to)

Relationships (How do you stay in contact with your friends and family, do you need assistance in making or keeping
friends, who are your friends)

Rights (do you understand your rights, are any of your rights restricted, do you know what is abuse or neglect)

Dignity and Respect (how are you treated by staff, do you have a place you can go to be with friends or to be alone or
have privacy)

Health (who are your doctors ,do you have any health concerns, what medicine do you take, how do they make you feel,)

Lifestyle (do you have a job, do you want to work, do you want to go to school, do you go to the bank, do you have
spending money to carry)

Satisfaction with supports (are you satisfied with your services and supports, what do you like about them, what do you
dislike about them, do you feel like you have choices about what you can do, are you happy with your life, what are you
happy about, what are you unhappy about)

\FQ‘—/‘%—\\
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Commonwealth of Kentucky

Cabinet for Health and Family Services

Department for Medicaid Services

Name (last, first)

SECTION V - ACTI
1) Is member independent with

dressing/undressing
[ Yes [_INo(If no, check below all that apply and comment)
] Requires supervision or verbal cues
] Requires hands-on assistance with upper body
] Requires hands-on assistance with lower body
] Requires total assistance

Medicaid Number
ITIES OF DAILY LIVING

Comments:

2) Is member independent with grooming

[1Yes [_]No(If no, check below all that apply and comment)
] Requires supervision or verbal cues

Requires hands-on assistance with

[ ] oral care [Ishaving

[] nail care [ hair

] Requires total assistance

Comments:

3) Is member independent with bed mobility

[ lYes [_INo (If no, check below all that apply and comment)
] Requires supervision or verbal cues

] Occasionally requires hands-on assistance

] Always requires hands-on assistance

[ ] Bed-bound

[] Required bedrails

Comments:

4) Is member independent with bathing

[ lYes [_INo (If no, check below all that apply and comment)
] Requires supervision or verbal cues

] Requires hands-on assistance with upper body

] Requires hands-on assistance with lower body

[] Requires Peri-Care

] Requires total assistance

Comments:

5) Is member independent with toileting

[lYes [_INo (If no, check below all that apply and comment)
[] Bladder incontinence

[ ] Bowel incontinence

] Occasionally requires hands-on assistance

[] Always requires hands-on assistance

[] Requires total assistance

[] Bowel and bladder regimen

Comments:

6) Is member independent with eating [Jyes [JNo
(If no, check below all that apply and comment)

] Requires supervision or verbal cues

[] Requires assistance cutting meat or arranging food

[] Partial/occasional help

[] Totally fed (by mouth)

[] Tube feeding (type and tube location)

Comments:

MAP 351 (Rev. 3/07) Page 3 of 15
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number

7) Is member independent with ambulation Comments:
[ lYes [_INo (If no, check below all that apply and comment)
[] Dependent on device

] Requires aid of one person

[] Requires aid of two people

] History of falls (number of falls, and date of last fall)

8) Is member independent with transferring Comments:
[ lYes [_INo (If no, check below all that apply and comment)
[] Requires supervision or verbal cues

[] Hands-on assistance of one person

[] Hands-on assistance of two people

[ ] Requires mechanical device

[ ] Bedfast

SECTION VI - INSTRUMENTAL ACTIVITIES OF DAILY LIVING

1) Is member able to prepare meals [JYes [ [JNo Comments:
(If no, check below all that apply and explain in the comments)
] Arranges for meal preparation

] Requires supervision or verbal cues

[ ] Requires assistance with meal preparation

] Requires total meal preparation

2) Is member able to shop independently Comments:
[ IYes[ JNo

(If no, check below all that apply and explain in the comments)
] Arranges for shopping to be done

[] Requires supervision or verbal cues

[] Requires assistance with shopping

] Unable to participate in shopping

3) Is member able to perform light housekeeping Comments:
[ ]Yes[ INo

(If no, check below all that apply and explain in the comments)
] Arranges for light housekeeping duties to be performed

[] Requires supervision or verbal cues

[] Requires assistance with light housekeeping

[] Unable to perform any light housekeeping

4) Is member able to perform heavy housework Comments:
[ IYes[ INo

(If no, check below all that apply and explain in the comments)
] Arranges for heavy housework to be performed

] Requires supervision or verbal cues

] Requires assistance with heavy housework

] Unable to perform any heavy housework

\FQ‘—/‘%—\\
MAP 351 (Rev. 3/07) Page 4 of 15 K SN



Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number
5) Is member able to perform laundry tasks Comments:
[lYes [INo

(If no, check below all that apply and explain in the comments)
] Arranges for laundry to be done

] Requires supervision or verbal cues

] Requires assistance with laundry tasks

] Unable to perform any laundry tasks

6) Is member able to plan/arrange for pick-up, Comments:
delivery, or some means of gaining possession of

medication(s) and take them independently

[ IYes[ INo

(If no, check below all that apply and explain in the comments)

[] Arranges for medication to be obtained and taken correctly

[] Requires supervision or verbal cues

[] Requires assistance with obtaining and taking medication
correctly

[ ] Unable to obtain medication and take correctly

7) Is member able to handle finances independently | Comments:
[ IYes[ INo

(If no, check below all that apply and explain in the comments)
] Arranges for someone else to handle finances

] Requires supervision or verbal cues

] Requires assistance with handling finances

[ ] Unable to handle finances

8) Is member able to use the telephone independently | Comments:
[ IYes[ INo

(If no, check below all that apply and explain in the comments)
] Requires adaptive device to use telephone

] Requires supervision or verbal cues

[] Requires assistance when using telephone

] Unable to use telephone

SECTION VII-NEURO/EMOTIONAL/BEHAVIORAL

1) Does member exhibit behavior problems Comments:
[ 1Yes [INo (If yes, check below all that apply and explain | Date of functional analysis: / / and/or
the frequency in comments) Date of behavior support plan: ~ / /

] Disruptive behavior

[] Agitated behavior

[] Assaultive behavior

] Self-injurious behavior
] Self-neglecting behavior

\FQ‘—/‘%—\\
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first)

Medicaid Number

2) Is member oriented to person, place, time

[Yes [JNo (If no, check below all that apply and comment)
] Forgetful

[] Confused

] Unresponsive

] Impaired Judgment

Comments:

3) Has member experienced a major change or

crisis within the past twelve months [ Jyes [ INo
(If yes, describe)

Description:

4) Is the member actively participating in social

and/or community activities [ Jyes [ INo
(If yes, describe)

Description:

5) Is the member experiencing any of the following
(For each checked, explain the frequency and details in the

comments section)
[_IDifficulty recognizing others
[JLoneliness

[ISleeping problems

[ ]JAnxiousness
[irritability

[ ]Lack of interest
[_Short-term memory loss
[Long-term memory loss
[ |Hopelessness
[]Suicidal behavior

[ IMedication abuse
[ISubstance abuse

] Alcohol Abuse

Comments:

MAP 351 (Rev. 3/07)
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first)

Medicaid Number

6) Cognitive functioning (Participant’s current
level of alertness, orientation, comprehension,
concentration, and immediate memory for simple
commands)

[ ] Alert/oriented, able to focus and shift

attention, comprehends and recalls task

directions independently.

[] Requires prompting (cueing, repetition,

reminders) only under stressful or unfamiliar

conditions.

[ ] Requires assistance and some direction in
specific situations (e.g., on all tasks
involving shifting of attention), or
consistently requires low stimulus
environment due to distractibility.

[ ] Required considerable assistance in routine
situations. Is not alert and oriented or is
unable to shift attention and recall directions
more than half the time.

[ ] Totally dependent due to disturbances such
as constant disorientation, coma, persistent
vegetative state, or delirium.

Comments:

7) When Confused (Reported or Observed):
[ ] Never
[ ] Innew or complex situations only
[ ] On awakening or at night only
[] During the day and evening, but not
constantly
[] Constantly
[ ] NA (non-responsive)

Comments:

8) When Anxious (Reported or Observed):
[ ] None of the time
[ ] Less often than daily

Daily, but not constantly

All of the time

NA (non-responsive)

L0

Comments:

9) Depressive Feelings (Reported or Observed):
Depressed mood (e.g., feeling sad, tearful)
Sense of failure or self-reproach
Hopelessness
Recurrent thoughts of death
Thoughts of suicide

[] None of the above feelings reported or

observed

o

I

Comments:

MAP 351 (Rev. 3/07)
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first)

Medicaid Number

10) Member Behaviors (Reported or Observed):
[ ] Indecisiveness, lack of concentration
[ ] Diminished interest in most activities
[ ] Sleep disturbances
[ ] Recent changes in appetite or weight
[] Agitation
[] Suicide attempt
[ ] None of the above behaviors observed or
reported

Comments:

11) Behaviors Demonstrated at Least Once a

Week:

[ ] Memory deficit: failure to recognize
familiar persons/places, inability to recall
events of past 24-hours, significant memory
loss so that supervision is required.

[ ] Impaired decision-making: failure to
perform usual ADL’s, inability to
inappropriately stop activities, jeopardizes
safety through actions.

Verbal disruption: yelling, threatening,

excessive profanity, sexual references, etc.

Physical aggression: aggressive or

combative to self and others (e.g. hits self,

throws objects, punches, dangerous
maneuvers with wheelchair or other
objects).

[] Disruptive, infantile, or socially
inappropriate behavior (excludes verbal
actions).

[ ] Delusional, hallucinatory, or paranoid
behavior.

[ ] None of the above behaviors demonstrated.

0 O

Comments:

12) Frequency of Behavior Problems (Reported or
Observed) such as wandering episodes, self abuse,
verbal disruption, physical aggression, etc.:

[ ] Never

[] Less than once a month

[] Once a month

[ ] Several times each month

[ ] Several times a week

[ ] At least daily

MAP 351 (Rev. 3/07) Page 8 of 15 Ken ! (Cky
UNERI;.’ED SPIRIT e

/—\\%




Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number

13) Mental Status: Comments:
[ ] Oriented
[ ] Forgetful

[ ] Depressed

[ ] Disoriented

[ ] Lethargic

[ ] Agitated

[ ] Other

14) Is this member receiving Psychiatric Nursing | Comments:
Services at home provided by a qualified psychiatric
nurse?

[ ] No
[ ] Yes

SECTION VIII-CLINICAL INFORMATION

1) Is member’s vision adequate (with or without Comments:
glasses)

[ ]Yes [ INo [ JUndetermined

(If no, check below all that apply and comment)
] Difficulty seeing print

] Difficulty seeing objects

[ ] No useful vision

2) Is member’s hearing adequate (with or without Comments:
hearing aid)

[ ]Yes[ INo [ JUndetermined

(If no, check below all that apply, and comment)
] Difficulty with conversation level

] Only hears loud sounds

] No useful hearing

3) Is member able to communicate needs Comments:
[ Yes [INo (If no, check below all that apply and comment)
] Speaks with difficulty but can be understood

[] Uses sign language and/or gestures/communication device
(] Inappropriate context

] Unable to communicate

\FQ‘—/‘%—\\
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first)

Medicaid Number

4) Does member maintain an adequate diet

[ Yes [_INo (If no, check all that apply and comment)

[] Uses dietary supplements

[] Requires special diet (low salt, low fat, etc.)

[ ] Refuses to eat

[] Forgets to eat

[] Tube feeding required (Explain the brand, amount, and
frequency in the comments section)

[] Other dietary considerations (PICA, Prader-Willie, etc.)

Comments:

5) Does member require respiratory care and/or
equipment

[ IYes [_INo (If yes, check all that apply and comment)
] Oxygen therapy (Liters per minute and delivery device)
] Nebulizer (Breathing treatments)

] Management of respiratory infection

] Nasopharyngeal airway

[] Tracheostomy care

[] Aspiration precautions

[[] Suctioning

] Pulse oximetry

] Ventilator (list settings)

Comments:

6) Does member have history of a stroke(s)

[ Yes [_INo (If yes, check all that apply and comment)
[] Residual physical injury(ies)

[] Swallowing impairments

] Functional limitations (Number of limbs affected)

Comments:

7) Does member’s skin require additional,

specialized care [JYes [JNo

(If yes, check all that apply and comment)

] Requires additional ointments/Iotions

] Requires simple dressing changes (i.e. band-aids,
occlusive dressings)

] Requires complex dressing changes (i.e. sterile dressing)

] Wounds requiring “packing” and/or measurements

] Contagious skin infections

] Ostomy care

Comments:

8) Does member require routine lab work
[IYes [_INo (If yes, what type and how often)

Comments:

9) Does member require specialized genital and/or

urinary care [JYes [ ]No

(If yes, check all that apply and comment)

] Management of reoccurring urinary tract infection
] In-dwelling catheter

[ ] Bladder irrigation

[] In and out catheterization

Comments:

MAP 351 (Rev. 3/07)
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number

10) Does member require specific, physician- Comments:
ordered vital signs evaluation necessary in the

management of a condition(s) [JYes [JNo (If yes,
explain in the comments section)

11) Does member have total or partial paralysis Comments:
[ IYes [[INo (If yes, list limbs affected and comment)

12) Does member require assistance with changes | Comments:

in body position [JYes [[]No (If yes, check all that apply
and comment)

] To maintain proper body alignment

[] To manage pain

[] To prevent further deterioration of muscle/joints/skin

13) Does member require 24 hour caregiver []Yes [ ]No

14) Does member require respite services []Yes [_INo (If yes, how often)

15) Does the member require intravenous fluids, intravenous medications or intravenous alimentation
[ IYes [ No (If yes, check below all that apply and list solution, location, amount, rate, frequency and prescribing physician)

] Peripheral IV Location Amount/dosage Rate
Solution:

Frequency Prescribing physician

[1Central line Location Amount/dosage Rate
Solution:

Frequency Prescribing physician

16) Drug allergies (list) 17) Other allergies (list)

17) Does the member use any medications []Yes [ ]No (If yes, list below) *add additional pages if needed

Name of medication Dosage/Frequency/Route Administered by

7

\__;‘%
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) | Medicaid Number

Name of medication Dosage/Frequency/Route Administered by

18) Is any of the following adaptive equipment | Comments:
required (If needs, explain in the comments)
Dentures [ JHas [ _INeeds [ ]JN/A
Hearing aid [ IHas [_JNeeds [_IN/A
Glasses/lenses [ IHas [_INeeds [ IN/A
Hospital bed [1Has [_]Needs [_IN/A
Bedpan [ JHas [ INeeds [_JN/A
Elevated toilet seat [ JHas [ INeeds [_JN/A
Bedside commode [ ]Has [ INeeds [_JN/A
Prosthesis [ JHas [ INeeds [ JN/A
Ambulation aid [ JHas [ INeeds [ JN/A
Tub seat [ JHas [ INeeds [ JN/A
Lift chair [ JHas [ _INeeds [ ]JN/A
Wheelchair [ JHas [ _INeeds [ ]N/A
Brace [ JHas [ _INeeds [ ]JN/A
Hoyer lift [ 1Has [_]Needs [_IN/A

19) Please describe in detail any information regarding health, safety and welfare/crisis issues:

\FQ‘—/‘%—\\
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number
1) Answer the following items relating to the Comments:
member’s physical environment (Comment if
necessary)

Sound dwelling [JYes []No

Adequate furnishings [ IYes[ INo

Indoor plumbing [ IYes[ INo

Running water [ IYes[ INo

Hot water [ IYes[ INo

Adequate heating/cooling [_]Yes [_]No
Tub/shower [ IYes[ INo

Stove [ IYes[ INo
Refrigerator [ ]Yes[ INo
Microwave [IYes [ INo

Telephone [lYes[INo

TV/radio [IYes [ INo
Washer/dryer [ IYes[ INo

Adequate lighting [lYes [INo

Adequate locks [ IYes[ INo

Adequate fire escape [ IYes[ INo

Smoke alarms [ IYes[ INo
Insect/rodent free [ IYes[ INo
Accessible [ ]Yes[ INo

Safe environment [ IYes[ INo

Trash management [ IYes[ INo

2) Provide an inventory of home adaptations already present in the member’s dwelling. (Such as wheelchair ramp,
tub rails, etc.)

SECTION X - HOUSEHOLD INFORMATION

1) Does the member live alone [Jyes [INO Comments:
If yes, does the member receive any assistance from
others [JYes [_INo (Explain)

\FQ‘—/‘%—\\
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number

2)Household Members (Fill in household member info below)

a) Name Relationship | Age | Are they functionally able to provide care
[ 1Yes [_INo (If no, explain in the comments section)
Comments: Care provided/frequency
b) Name Relationship | Age | Are they functionally able to provide care
[ 1Yes [_INo (If no, explain in the comments section)
Comments: Care provided/frequency
c) Name Relationship | Age | Are they functionally able to provide care
[]Yes [_INo (If no, explain in the comments section)
Comments: Care provided/frequency
d) Name Relationship | Age | Are they functionally able to provide care
[ 1Yes [_INo (If no, explain in the comments section)
Comments: Care provided/frequency

SECTION XI-ADDITIONAL SERVICES

1) Has the member had any hospital, nursing facility or ICF/MR/DD admissions in the past 12 months?
[IYes [INo (If yes, please list below)

a-Facility name Facility address

Reason for admission Admission date Discharge date
b-Facility name Fac/ilit)f address !
Reason for admission Ad;nisiion date Dis/cha/rge date

7
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Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Name (last, first) Medicaid Number

2) Does the member receive services from other agencies (Example: Both Waiver and Non-waiver Services.) []Yes [ JNo
(If yes, list services already provided and to be provided in accordance with a plan of care by an agency/organization, include Adult
Day Health Care and traditional Home health services covered by Medicare/Third party insurance)

a-Service(s) received Agency/worker name Phone number

C ) -
Agency address Frequency Number of units
b-Service(s) received Agency/worker name Phone number

«C ) -
Agency address Frequency Number of units
c-Service(s) received Agency/worker name Phone number

«C ) -
Agency address Frequency Number of units

Has the member been provided information on Consumer Directed Option (CDO) and their right to choose
CDO, traditional or blended services? [_] Yes [ ] No If no, give reason:

Has the member chosen Consumer Direction Option? [_[Yes [ |No If yes, include form MAP 2000

SECTION XIII-SIGNATURES
Person(s) performing assessment or reassessment:

Signature: Title: Date [/ /
Signature: Title: Date [/ |/
Verbal Level of Care Confirmation:

Date: [/ / Time: am/pm
Assessment/Reassessment forwarded to Support Broker/Case Management provider:

Date Forwarded: / / Time Forwarded: am/pm

Name of Person Forwarding: Title of Person Forwarding:

Receipt of assessment/reassessment by Support Broker/case management provider:

Date Received: / / Time Received: am/pm
Name of Person Logging Receipt: Title of Person Logging Receipt:
QIO Signature: Level of Care Approval dates
Date [/ / From: [ / To: [ |/

\FQ‘—/‘%—\\
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MAP-552K
(01/01)

APPENDIX I

DEPARTMENT FOR COMMUNITY BASED SERVICES
NOTICE OF AVATLABILITY OF INCOME FOR LONGTERM CARE/WAIVER AGENCY/HOSPICE |

MAID NUMBER: () INITIAL ( ) CORRECTION
PROGRAM: COUNIY: ( ) CHANGE ( ) SPECIAL CIRCUMSTANCE
. : () _SSNCHANGE (_) DISCHARGE
CLIENT'S NAME: BIRTH DATE: '
PROVIDER NUMBER: ,
ADMISSION DATE: DISCHARGE DATE: DEATH DATE:
" LEVEL OF CARE: _ _ LTC INELIGIBLE DATE:
FAMILY STATUS: SINGLE SPOUSE STATUS: . ,
INCOME COMPUTATION
UNEARNED INCOME SOURCE AMOUNT
RSDI $
SSI $
RR $
VA $
STATE SUPPLEMENTATION $
OTHER . _ $
SUB-TOTAL UNEARNED INC. $
: CASE STATUS
EARNED INCOME AMOUNT ACTIVE CASE: NO
WAGES $ IF ACTIVE, EFF. MA DATE:
EARNED INCOME DEDUCTION $ IF DISC, EFF. MA DISC:
' SUB-TOTAL EARNED INC. $
TOTAL INCOME $ NOTIF. FORM: CONFIRMATION NOTICE
DATE PATIENT STATUS MET:
DEDUCTIONS AMOUNI
PERSONAL NEEDS ALLOWANCE $ EFF. DATE OF CORR:
INCREASE PNA $ ENDING DATE OF CORR:
SPOUSE/FAMILY MAINT. $ :
SMI _ , 3 PRIVATE PAY PATIENT
HEALTH INSURANCE . $ FROM: THRU:
INCURRED MEDICAL EXPENSES $
TOTAL DEDUCTION $
THIRD PARTY PAYMENTS $
AVAILABLE INCOME $
AVATLABLE INCOME (ROUNDED) $ :
- __AVATT ABLE MONTHLY INCOME: $ EFFECTIVE DATE:

WORKER CODE: CASELOAD CODE:

UPDATE DATE:




10.

11.

12.

13.

14.

15

16.

Commonwealth of Kentucky

Cabinet for Health and Family Services

Department for Medicaid Services

] Initial —
[] 30 Day PLAN OF CARE/ PRIOR AUTHORIZATION Residential Status
(] Annual FOR WAIVER SERVICES ] InHome
[ Modification []  Family Home Provider
] Adult Foster Care Provider
[ ]SscCL []  Staffed Residence
[]HCB []  Group Home
[]ABI
L] Model II
] Traditional
[]cDo
] Blended (CDO/
Traditional)
MEMBER NAME: Sex: O MALE O FEMALE
Last First Ml
MAID NUMBER: 3. DOB:
ADDRESS
Street City State Zip County

HOME PHONE ()

CASE MANAGEMENT/SUPPORT BROKER AGENCY (CDO): Phone: ()

GUARDIAN NAME: RELATIONSHIP: Phone: ()

POWER OF ATTORNEY:- RELATIONSHIP: Phone:( )

REPRESENTATIVE NAME (CDO ONLY)

RELATIONSHIP:

ADDRESS:

Street City

PHONE: ()

LEVEL OF CARE (LOC) CERTIFICATION NUMBER:

State Zip

LOC CERTIFICATION DATES: TO
PRIMARY CAREGIVER: RELATIONSHIP:
ADDRESSS:

Street City State Zip
PHONE: ( )

: UNBRIDLED SPIRITy
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Member Name:

Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

MAID Number:

Identification of Needs/Outcomes/Services/Providers

NEED(S)

OUTCOMES/GOAL(S)

OBJECTIVES/INTERVENTION(S)

SERVICE
CODE

PROVIDER NAME/#

MAP 109 (Rev. 3/07)

Page 2 of 5




Member Name:

Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

MAID Number

Date Services Start:

Traditional Wavier Services

Support Spending Plan

Service Code Provider Name
and Number

Units per Week Units per Month Cost per Unit Cost per Week
(Column CxE)

Total Cost Monthly
(4.6xColumn F)
G

Consumer Directed Services

A B C D E F
$

Service Code | Description Employee
of Service Providing the
Service

Units per Units per Hourly Wage Number of Sum of
week Month Hours per Wages Times
(Column Month Hours
Dx4.6)

Administrative Total
Costs Monthly
Amount

J

MAP 109 (Rev. 3/07)

Page 3 of 5

A B C D E F G H |
Total Cost
Per Month
$




Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

Member Name: MAID Number:
List each provider/employee name, address and telephone number:
Provider/Employee Name Provider Number Address Phone Number

Clinical Summary:

MAP 109 (Rev. 3/07)

Page 4 of 5




Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services
Member Name: MAID Number:

Emergency Back-up Plan (CDO only)

| certify the information contained above is accurate and that | have made an informed choice when selecting the providers/employees
to provide each service.

Member/Guardian Signature: Date:

Case Manager/Support Broker Signature: Date:
Representative Signature (CDO): Date:

Plan of Care/Support Spending Plan Approved Denied
QIO Signature/Title: Date:

MAP 109 (Rev. 3/07)
Page 5 of 5



MAP 350 (Rev. 1-2000) Page 1 Kentucky Medicaid

LONG TERM CARE FACILITIES AND HOME AND COMMUNITY BASED PROGRAM
CERTIFICATION FORM

ESTATE RECOVERY

Pursuant to the Omnibus Budget Reconciliation Act (OBRA) of 1993, states are required to recover
from an individual's estate the amount of Medicaid benefits paid on the individual’s behalf during a
period of institutionalization or during a period when an individual is receiving community based
services as an alternative to institutionalization.

In compliance with Section 1917 (b) of the Social Security Act, estate recovery will apply to nursing
facility long term care services (NF, NF/Bl, ICF/MR/DD), home and community based services that
are an alternative to long term care facility services and related hospital and prescription drug
services.

Recovery will only be made from an estate if there is no surviving spouse, or children under age 21,
or children of any age who are blind or disabled.

| certify that | have read and understand the above information.

Signature Date

. HOME AND COMMUNITY BASED WAIVER SERVICES FOR THE AGED AND

DISABLED, PEOPLE WITH MENTAL RETARDATION OR DEVELOPMENTAL
DISABILITIES, MODEL WAIVER Il, BRAIN INJURY WAIVER

A. HCBS - This is to certify that I/legal representative have been informed of the HCBS waiver for
the aged and disabled. Consideration for the HCBS program as an alternative to NF placement
is requested ; is not requested

Signature Date

B. This is to certify that I/legal representative have been informed of the home and community based
waiver program for people with mental retardation/ developmental disabilities. Consideration for
the waiver program as an alternative to ICF/MR/DD is requested ; is not requested

Signature Date

C. MODEL WAIVER 11 - This is to certify that I/legal representative have been informed of the Model
Waiver Il program. Consideration for the Model Waiver Il program as an alternative to NF
placement is requested ; is not requested

Signature Date



MAP 350 (Rev. 1-2000) Page 2 Kentucky Medicaid

D. BRAIN INJURY (BI) WAIVER - This is to certify that I/legal representative have been informed of
the Bl Waiver Program. Consideration for the Bl Waiver Program as an alternative to NF or
NF/BI placement is requested ; is not requested

Signature Date

lll. FREEDOM OF CHOICE OF PROVIDER

| understand that under the waiver programs, | may request services from any Medicaid provider
qualified to provide the service and that a listing of currently enrolled Medicaid providers may be
obtained from Medicaid Services.

Signature Date

IV. RESOURCE ASSESSMENT CERTIFICATION

This is to certify that l/legal representative have been informed of the availability, without cost, of
resource assessments to assist with financial planning provided by the Department for Community
Based Services.

Signature Date

V. RECIPIENT INFORMATION

Medicaid Recipient’'s Name:

Address of Recipient:

Phone:

Medicaid Number:

Responsible Party/Legal Representative:
Address:

Phone:

Signature and Title of Person Assisting with Completion of Form:

Agency/Facility:
Address:




MAP 95 Commonwealth of Kentucky
(Rev. 6/07) Cabinet for Health and Family Services
Department for Medicaid Services

REQUEST FOR EQUIPMENT FORM

RECIPIENTS NAME: DOB:
MAID or MEMBER #: DX:
Estimated Time Needed: Months Indefinitely Permanently
One Time Only
Procedure Code: Date:
ITEM ESTIMATE | ESTIMATE | ESTIMATE | TOTAL COST
1 2 3 (includes

shipping)

AGENCY NAME:

PROVIDER NUMBER:

CASE MANAGER/SUPPORT BROKER:

TELEPHONE NUMBER:

AUTHORIZED DMS SIGNAUTRE:

DATE APPROVED:

i UNBRIDLED SPIRITy




IDENTIFYING INFORMATION:

INCIDENT REPORT

MAID : :
[JaBI /SS# Narme
[JsCL DOB: Reporting Agency: Provider #:
CISGF : .
[ IbcBs Reporting Person: Title: Phone:
Case Management/Support Broker Provider: Case Mgr /Support Broker: .
INCIDENT INFORMATION: | [ cLASST [] CLASSII [ ] CLASS I |  Guardian; [ 1Yes [ INo
‘ : . . NOTIFICATIONS
Date of []Incident [ ] Discovery: Case Mg /Sup. Broker: Class . and [1-24 hes/ Tass T hrs. Flﬁiﬁlﬁﬂ?fl
[/ Time; AM/PM . | Reported to: Cl&“ﬁ’ﬁ%‘:ﬁ;ﬁﬁﬁé ey ot Pt B Class 111 ~ 7 days
Location of incident: DDay Program Case Mgr./Support Broker Date:, Time: Date:
[residence | |Community [:I]ob Site DMR Date: . Time: Date:
DRespite DHome Visit D Transport Broker Guardian/Individual Date: Time: Date:
Address: DCBS Date: Time: Date:
Phone #: Other: Date: Time: Date:

DESCRIPTION OF INCIDENT: (To be completed by staff witnessing or discovering the incident) Where did it happen? Who
was involved? What happened? Action Taken? Attach other pages if necessary

Signature of Person Reporting:

Title:

Date:

CLASS II and I1I INCIDENT CODES:

(check all that apply)

[_1 A - Suspected Abuse

[ B — Suspected Neglect

[[] € ~ Suspected Exploitation

[[] D ~ Death of an Individual

[] E - Emergency Chemical Restraint
[] F — Bmergency Physical Restraint
1 G — Threatened Suicide

Other -

1 # - Suicide Attempt

[ 1 - Severe Behavior Outburst

[1 3 - Property Damage

] K — Self Abuse

[ ] L. — Individual Aggressed to Staff
] M — Peer on Peer Aggression

[J N — Negative Media Attention

D O — Elopement

1P - Emergency Room Visit

O Q — Hospitalization, Medical
Cr- Hospitalization, Psychiatric
[ 8 — Medication Error

[] T — Serious Injury

[] U - Police Involvement

[[J v - CMHC Crisis Referral

DMHMR USE ONLY

Need Identified
[ ] Lack of Staff
1 Staff Iraining

[] Behavior Support
[ Crisis Prevention

[ (1) None

[ (2) Telephone Follow-up

Follow-up Indicator
[] (4) On-site Investigation
[] (5) Technical Assistance

[ Supervision [d Co-occurring Disorders | [] (3) Desk Level Inv. 1 (6) Risk Review
Appropriate use of police: Appropriate use of Emergency Room: Appropriate Follow-up:
[Jves [] No [OYes ] No Cves [ No

Revised 4/2/2007 Page 1 of 2




SUPERVISOR/CASE MANAGER/SUPPORT BROKER FOLLOW-UP
(Add additional pages if necessary)

MAID/SS# Name: Date of Incident:

I Why did the incident occur? What staff action was effective in diffusing the incident or redirecting problem behavior? What
staff action may have contributed to or aggravated the incident? Was treatment obtained in a timely fashion? Was a Behavior
Plan followed? Was a Crisis Plan followed? Were they effective?

IT. How could this incident have been prevented? How will the agency ensure that the incident does not occur again? What
specific changes will be made in the person’s life (home, work, day, etc.}? What will staff do differently? Does the person’s
team need to meet? What systems changes need to occur? How will management’s role change?

IIT. What staff training needs were identified? On what date will the training occur? Who will provide the training?

IV . Are any changes necessary that will be made to the Individual Plan of Care, Crisis Prevention Plan, and/or the Behavior
Support Plan? How will these changes support the person to achieve his/her vision and cope effectively? What other positive
changes can be made to enhance the person’s life? (such as, more choice, pursuing the person’s vision, variety, developing
relationships, developing and enhancing communications)

V. What is the individual’s current status? What kind of impact has the incident had on the individual’s life?

Submitted by: Title: Date:
Additional Signatures:

Title:_Case Megr./Support Broker  Date:
Title:; Date:
Title; Date:

Revised 4/2/2007 Page2o0f2



MAP 24 C Commonwealth of Kentucky
(rev. 04/23/2007) Cabinet for Health and Family Services
Department for Medicaid Services

TO: ) : County Office
Department for Community Based Services

(2) Quality Improvement Organization (QIO)

(3)Department for Mental Health/Mental Retardation for SCL or
Department for Medicaid Services/Brain Injury Services Branch for ABI

FROM: @) :
Case Management Agency/Support Broker

DATE: (5)

A.  SCLor ABI WAIVER PROGRAM ADMISSION

(1)

(Last Name) (First Name) MDD (Social Security Number)

KY

(Address) (City) (Zip) (Phone number)}

(2)Was admitted to the SCL or ABI Waiver Program on :
(Circle SCL or ABI) (Date)

(3)Case Management Agency/Support Broker,

(Phone Number) _ (P;ovider #}
KY
(Address) (City) (Zip Code)
{(4)Primary Provider
{Phone) {Provider #)
KY
{Address) (City) {Zip Code)

Kertuckiy™
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MAP 24 C Commonwealth of Kentucky
(rev. 04/23/2007) Cabinet for Health and Family Services
Department for Medicaid Services

B. SCL. or ABI WAIVER PROGRAM DISCHARGE

1
(Last Name) (First Name) T (MD) (Social Security Number)
KY ,
{Address} (City) (Zip) (Phone number)
(2)Discharged from the SCL or ABI Program on
(Date)
(3)Case Management Agency/Support Broker
(Phone Number) (Provider #)
Ky
(Address) (City) (Zip Code)
(4)Primary Provider
{Phone) {Provider #)
KY
(Address) (City) (Zip Code)
C. SCL or ABI WAIVER PROGRAM TRANSFER
{1
(Last Name) {First Name} (MI) {Social Security Number)
KY
(Address) (City) (Zip) (Phone number)
(2)Transferred on from
{Date)
(3)Case Management Agency/Support Broker
(Phone Number) (Provider #)
KY
{Address) {City) (Zip Code)

Kentucky

UNBRIDLED SPIRIT vl =




MAP 24 C Commonwealth of Kentucky
(rev. 04/23/2007) Cabinet for Health and Family Services
Department for Medicaid Services

(4) To Case Management Agency/Support Broker

(Phone Number) (Provider #)
KY
(Address) (City) (Zip Code)
(8)From Primary Provider
(Phone) (Provider #)
KY
(Address) (City) {Zip Code)
(6)To Primary Provider.
{Phone) (Provider #)
KY
(Address) _ (City) (Zip Code)
(7) To Hospital, Nursing Facility, or other facility
(Name of facility)
(Phone) {Provider #)
(Address) (City) {(Zip Code)

(UNBRIDLED SPIRIT y



MAP24C

{rev. 04/23/2007)

Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

PROCEDURAL INSTRUCTIONS FOR MAP-24C

Upon admittance/discharge/transfer of an individual in the Supports for Community Living
Waiver or Acquired Brain Injury Waiver Program, the case manager/support broker shall forward
a MAP-24C form to the local Department for Community Based Services Office in the county in
which the member resides, the Quality Improvement Organization (QIO), the Department for
Mental Health/Mental Retardation Services for the SCL waiver progiam or to the Department for

Medicaid Services/Brain Injury Services Branch for the ABI waiver program.

The case

manager/support broker shall complete the form

Use the following instructions to fill in the blanks on the MAP-24C:

INITTATION OF FORM

Line One (1)

Line Two (2)

Line Three (3)

Line Four (4)

Line Five (5)

Enter the name of the County of the Department for Community Based Services
the form will be sent to.

Send the form to the Quality Imptrovement Organization
Send the form to the Department for Mental Health/Mental Retardation for the
SCL waiver program or to the Department for Medicaid Services/Brain Injury

Services Branch for the ABI waiver program.

Enter the name of the Case Management Agency/Support Broker filling out the
form. .

Enter the date the form was completed

A FOR INITTAL ADMISSION TO THE SUPPORTS FOR COMMUNITY LIVING

WAIVER PROGRAM OR THE ACQUIRED BRAIN INJURY WAIVER
PROGRAM '

Line One (1)

Line Two (2)

Line Three (3)

Line Four (4)

Enter the name, social security number, address and phone number of the
member.

Enter the date the member entered the program.

Enter the name of the case management agency/support broker, phone number,
and provider number.,

Enter the name, phone number, and provider number of the primary provider. If
the member has a residential provider, then the residential provider will be the
primary piovider. If the member does not have a residential provider, then the
case management agency will be the primary provider. If the member chooses
the Consumer Directed Option, then the Department of Aging and Independent
Living will be the primary provider.

etuckiy
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MAP 24 C
(rev. 04/23/2007)

B.

Line (1)

Line (2)

Line (3)

Line (4)

Line (1)

Line (2)

Line (3)

Line (4)

Line (5)

Line (6)

Line (7)

Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Medicaid Services

FOR DISCHARGE FROM THE SUPPORTS FOR COMMUNITY LIVING

WAIVER PROGRAM OR THE ACOUIRED BRAIN INJURY WAIVER
PROGRAM

Enter the name, social security number, address and phone namber of the
mermber

Enter the date the discharge.

Enter the case management agency/support broker, phone number, provider
number and address.

Enter the name, phone number, provider number of the primary provider. If the
member has a residential provider, then the residential provider will be the
primary provider. 1f the member does not have a residential provider, then the
case management agency will be the primary provider. I the member chose the
Consumer Directed Option, then the Department for Aging and Independent
Living will be the primary provider.

FOR TRANSFER WITHIN THE SUPPORTS FOR COMMUNITY
LIVING WAIVER PROGRAM OR _THE ACOURIED BRAIN INJURY
WAIVER PROGRAM

Enter the name, social security number, address and phone number of the
member.

Enter the date the transfer took place.

Enter the previous case management agency/support broker, phone number,
provider number and address.

Enter the new case management agency/suppoit broker, phone number, provider
number and address.

Enter the name, phone number, provider number of the current primary provider.
If the member has a 1esidential provider, then the residential provider will be the
primary provider. If the member does not have a residential provider, then the
case management agency will be the primary provider. H the member chooses
the Consumer Directed Option, then the Department for Aging and Independent
Living will be the primary provider.

Enter the name, phone number, provider number of the new primary provider, If
the member has a residential provider, then the residential provider will be the
primary provider. If the member does not have a residential provides, then the
case management agency will be the primary provider. If the member chooses
the Consumer Directed Option, then the Department for Aging and Independent
Living will be the primary provider.

Enter the name, phone number, provider number and address of the facility that
the waiver member has been transferred to on a ternporary basis.

Kentudkip™ |
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MAP 2000 (rev. 3/07)

INITIATION/TERMINATION OF CONSUMER DIRECTED OPTION (CDO)

O SCL
O HCB
O ABI

Consumer's Name: MAID #:

Case Manager/Support Broker:

Name Phone

Provider Number:

[] Addition of CDO Services Date: Initials:

I understand that | have the freedom to choose the Consumer Directed Option for some or all of my
waiver services. This has been explained to me and | choose consumer directed services. In making this
decision, | understand the following terms of the program:

I understand that | may:

e Train or arrange training for employees necessary for providing care.

Ask for a change in my POC/SSP if | feel my needs have changed.

Select a representative to help me with decisions about the CDO.

Bring whomever | want to all meetings pertaining to the CDO.

Complain or ask for a hearing if I have problems with my health care.

Voluntarily dis-enroll from the CDO Program at any time and receive my services through the
traditional waiver program.

I understand that | shall:

» Develop a Plan of Care (POC)/Support Spending Plan (SSP) to meet my needs within the Consumer

Directed Options (CDO) according to program guidelines and my individual budget.

Hire, supervise, and when necessary, fire my providers.

Submit timesheets, paperwork required for my employees.

Treat my providers and others that work for the CDO program the same way | want to be treated.

Participate in the development of my POC/SSP and manage my individual budget.

» Complete all the paperwork necessary to participate in the CDO program, and follow all tax and labor
laws.

» Be treated with respect and dignity and to have my privacy respected.

» Keep all my scheduled appointments.

» Pay my patient liability as determined by Department for Community Based Services (DCBS), failure
to do so will result in termination from CDO.

*For addition of CDO services, attach revised MAP 109 Plan of Care.

Date traditional case management ends and Support Broker begins / /
Date traditional services end and CDO services begin: / /

i UNBRIDLED SPIRITy



MAP 2000 (rev. 3/07)

INITIATION/TERMINATION OF CONSUMER DIRECTED OPTION (CDO)

Member Name: MAID#
[ ] Representative Designation Date: Initials:
I appoint as my representative for the Consumer Directed

Option (CDO) Program.

Representative Address: Phone:

Relationship to Consumer:

My representative and | understand the following requirements
A CDO representative must:
o Be at least 21 years of age
Not be paid for this role or for providing any other service to me
Be responsible for assisting me in managing my care and individual budget
Participate in training as directed by me and/or my support broker
Have a strong personal commitment to me and know my preferences
Have knowledge of me and be willing to learn about resources available in my community
Be chosen by me

*For voluntary or involuntary termination of CDO service, attach revised MAP 109-Plan of Care.

[ ] Voluntary Termination of CDO Services Date: Initials:

I choose to terminate my services through the Consumer Directed Option and choose to receive my
services through the traditional waiver program.

[] Involuntary Termination of CDO Services
(To be completed by the Support Broker)

Reason for termination of CDO: Traditional Provider Agency
[] Health and Safety Concerns Traditional Provider Number
[] Exceeding Individual Budget

[] Inappropriate Utilization of Funds

[] Other (Describe)

Consumer/Guardian Signature Date
Representative Signature Date
Case Manager/Support Broker Signature Date
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MAP-10 Commonwealth of Kentucky
(rev. 6/07) Cabinet for Health and Family Services
Department for Medicaid Services
WAIVER SERVICES

TO:

AGENCY:

ADDRESS:

KY PHONE: ( )
(City) (Zip)

PHYSICIAN’S RECOMMENDATION

I recommend Wavier Services for:

MEMBER:

MAID NUMBER:

ADDRESS:

KY PHONE ( )
(City) (Zip)

DIAGNOSIS(ES):

Recommended Wavier Program: 0O HCBW (ARNP, PA or Physician signature)
O ABI
O SCL (SCL MRP or Physician signature)

I certify that if Wavier Services were not available, institutional placement (nursing facility
or Intermediate Care Facility for Individuals with Mental Retardation or Developmental
Disability [ICF/MR/DD]) shall be appropriate for this member in the near future.

PHYSICIAN or SCL MRP NAME: UPIN#:
ADDRESS:
KY PHONE ()
(City) (Zip)
SIGNATURE DATE
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Commonwealth of Kentucky
Cabinet for Heaith and Family Services
Depariment for Aging and Independent Living

[JHBCW

[CscL
{_IaBI
| Kentucky Consumer Directed Option
Employee/Provider Contract
| (employee name) , have agreed to work

under the employment of (employer name)

Duties under this contract will consist of the following:

Home and Community Supports:

Respite (HCB, SCL, and ABI)
Total Approved Hours per month____

Personal Care (HCB and ABI)
Total Approved Hours per month____

Homemaker (HCB only)
Total Approved Hours per month____

Attendant Care (HCB only)
Total Approved Hours per month____

Community Living Supports (SCL only)
Total Approved Hours per month___

O o O o o 04

Companion Services (ABI only)
Total Approved Hours per month____

Community Day Support Services:

[[1 Adult Day Training (SCL only)
Total Approved Hours per month____

[ ] Support Employment (SCL only)
Total Approved Hours per month____

DAS/CDO004
Rev. 05/04/07




Commonwezlth of Kentucky
Cabinet for Health and Family Services
Department for Aging and Independent Living

| agree to provide the above listed services as required by my
employer at the rate of $ per hour. | will not exceed the total
approved amount noted above.

| accept the check(s) as payment in full for the service(s) or items
purchased. | will not make additional charges to or accept additional
payments from the consumer(s).

| understand there may be civil or criminal penalties if | intentionally
defraud the Department for Medicaid Services.

| understand that DMS will not be liable for any injuries or losses
incurred while providing services.

| understand that | may not be approved as a CDO provider if my
background check detects that | have pled guilty to or been convicted
of committing a sex crime or a violent crime.

| understand that | may not be approved as a CDO provider if my
name is listed on the Kentucky Nurse Aid Abuse Registry.

For the Supports for Community Living (SCL) and Acquired Brain
Injury (ABI) programs only, | understand that | may not be approved
as a CDO provider if my name is listed on the Department for
Community Based Services Division of Protection and Permanency’s
Central Registry.

| understand that | must maintain employee/employer confidentiality.

| understand this is an at-will contract and either party may terminate
this agreement at any time.

| understand that | must notify my employer of the contraction of any
infectious disease(s) and | shall abstain from work until the infectious
disease can no longer be transmitted as documented by a medical
professional.

| have received any and all training required by my employer in order
to provide the necessary services as described in this contract.

DAS/CDO004
Rev. 05/04/07




Commonwealth of Kentucky
Cabinet for Health and Family Services
Department for Aging and Independent Living

| have received and fully understand the list of employment guidelines
and will follow them o the best of my ability. | further understand that
any or all items of this contract may be subject to renewal or change
upon agreement by my employer and myself.

Employee/Provider Date Employer/Member Date

DAS/CDO004
Rev. 05/04/07



Supports for Community Living Walver
Medication Error Report (Part 1)

Instructions: | One copy of this report must be submitted each month by every provider supporting individuals. Do not include data for individuals
receiving supports through state general funds. A separate report should be submitted for these individuals. This report should be
addressed to: SCL Risk Management Team, Division of Mental Retardation, 100 Fair Oaks Drive, 4W-C, Frankfort, Kentucky
40621. The report should be postmarked by the 15" of the month.

For the month of : ! | , ’

Provider Name: |

Provider Number: |

Number of SCL
Individuals Supported:

Doses of medications planned
to be administered to SCL
individuals:

Total number of doses for
which there was a referenced
error: ‘

Date the report
was submitted: / /
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Instructions:

Provider Name:
Individual Name: |

Supports for Community Living Walver
Medication Error Report (Part 2)

This report must be submitted each month only for individuals for whom a dose or doses of medication were referenced as being
administered in error. A separate sheet should be submitted for each individual. In the event that there are more than three
medications with errors use additional sheets. Do not include data for individuals receiving supports through state general funds. A
separate report should be submitted for these individuals. This report should be addressed to: SCL Risk Management Team,
Division of Mental Retardation, 100 Fair Oaks Drive, 4W-C, Frankfort, Kentucky 40621. The report should be postmarked by the

15" of the month.

| Provider Number: |
| Social Security #: |

| For the Month of: | |

Medication Date and Administration Site Type of Error Staff Member Agency Follow-up
Time of Error Responsible
[ ] Residence [l Respite Wrong:
[ DayProgram [] Home Visit | [ Time [] Person
[] Jobsite [ ] Other [] Dose [] Route
[] Community [ ] Medication
[ ] Missed Dose
[ ] Other
[ ] Residence [l Respite Wrong:
[ DayProgram [] Home Visit | [ Time [] Person
[] Job Site [] Other [] Dose [] Route
[] Community [] Medication
] Missed Dose
[ ] Other
[ ] Residence [l Respite Wrong:
[ DayProgram [] Home Visit | [] Time [] Person
[] JobsSite [ ] Other [] Dose [] Route
[] Community [] Medication
[ ] Missed Dose
[ ] Other
Total doses of medication Total doses of medication Total doses planned A divided
which were referenced as A planned to be administered divided by total doses by B

being administered in error
this month for this individual:

to this individual this
month:
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DIVISION OF MENTAL RETARDATION — SCL Screening and Training Requirements
October 2007 Edition

Requirements for all newly hired staff and volunteers:

D TB screening completed in the past 12 months and received within 7 days of
the date of hire or date of volunteer services;

D A criminal records check from the Kentucky Administrative Office of the Courts
(AOC) completed prior to employment;

D A central registry check completed within 30 days of the date of hire; and

D A nurse aide abuse registry check completed prior to employment.

Training requirements for all staff:
Level I: Shadow another staff or family member/guardian/caregiver (at least 18 years old)

Level II: Independent functioning without ability to administer medications.
Must have following training prior to working alone:
= First Aid (excluding licensed or registered nurses)
= CPR
= Crisis Prevention and Management
= |dentification and prevention of abuse, neglect, and exploitation
= Rights of individuals with disabilities
= Individualized instruction of the needs of the SCL recipient to whom the trainer
provides supports

Level llI: Independent functioning with ability to administer medication.
Must have the following training prior to working alone:

= Medication administration training per cabinet-approved curriculum

= Medications and seizures

= First Aid (excluding licensed or registered nurses)

= CPR

= Crisis Prevention and Management

= |dentification and prevention of abuse, neglect, and exploitation

= Rights of individuals with disabilities

= Individualized instruction of the needs of the SCL recipient to whom the trainer

provides supports

Core Training:
All employees must complete core training, consistent with a DMHMR-Approved
curriculum, no later than 6 months from the date of employment

Training requirements for volunteers:

Orientation to the agency

First Aid (excluding licensed or registered nurses)

CPR

Individualized instruction of the needs of the SCL recipient to whom the trainer
provides supports



DIVISION OF MENTAL RETARDATION — SCL Screening and Training Requirements
October 2007 Edition

Case Management Training:

Effective August 1, 2007, all newly hired case managers much complete the DMR-
approved Case Management training within the first 6 months of the date of hire or as
soon as possible following the third month of hire if the case manager is unable to
complete training within the first 6 months due to unavailability of the training.

Agency Trainer Qualifications

Training

Trainer Qualification

CPR/1% Aid

As per current SCL Waiver

Medication Administration

Licensed medical professional

Medication & Seizures

Licensed medical professional

DMR Crisis Prevention and Intervention

AND/OR

Crisis Management

DMR Crisis Prevention and Intervention
Attend DMR Cirisis Prevention and Intervention
Training of Trainers

H.S. Diploma with 2 years MR/DD experience or
qualified as a SCL MRP.

Crisis Management
Per qualifications of system utilized (MANDT, CPI,
SCIP, NVCR, etc.)

Note: Crisis Management systems (not Crisis Prevention/De-
escalation) to be determined by the agency. Any system
teaching restraint should be utilized on an individualized basis,
and should be taught as emergency safety procedure and only
utilized as a last resort in the event of harm to self or harm to
others.

*If problems with crisis prevention/management are noted on
certification review, completion of DMR Crisis Prevention and
Intervention Curriculum may be required

Abuse/Neglect Prevention

H.S. Diploma with 2 years MR/DD experience or
qualified as a SCL MRP and completion of KRS 209
Training. Trainers to attend KRS 209 training every 2
years or if new information becomes available.

Rights of Persons with Disabilities

H.S. Diploma with 2 years MR/DD experience or
qualified as a SCL MRP.

DMR Core Training

Attend DMR Core Training TOT

H.S. Diploma with 2 years MR/DD experience or
qualified as a SCL MRP.






